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ABSTRACT 
Health care systems have been undergoing reforms all over the world. Patients are re-
conceptualized as customers of health care services and their satisfaction and participation 
are critical to the health professionals and managers ofhospitals. 
The objectives ofthis project are to understand the existing level of patient participation 
and satisfaction in hospitals and suggest ways to improve them. Quantitative methodology is 
used and 200 questionnaires have been collected from four hospitals in Hong Kong, 
Kowloon and New Territories, respectively, from late March to early April 1998. 
Hypothesis tests show that there is no relationship between patient participation 
knowledge and satisfaction but relationship between participation use and satisfaction. Also, 
there is no relationship between patient participation and demographic variables. Yet, 
different dimensions of patient participation and satisfaction data are studied and discussed. 
Ways to improve patient participation and satisfaction are recommended to health care 
managers. 
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In most countries, government assumes the primary role in providing health care service 
to its citizens. Over the past decades, health care reforms have become a global phenomenon. 
The reasons behind these reform movements are cumulative, originating from the 
consumerism movement in the 1970s in the United States and the public sector reforms in the 
1980s. These reforms re-conceptualized patients as consumers and not just the passive 
recipients of health care services. Therefore patients have become the critical focus of the 
health care institutions and managers. This chapter will outline some major developments in 
the health care industry in the past decades, with emphasis on patient participation and 
satisfaction. 
Rise of Consumerism 
There were increasing demands from American customers for legislative protection in 
the 1960s. In 1962, the United States President, John F. Kennedy, presented a speech to the 
Congress which was later refered to as the Consumer's Bill of Rights, outlining four major 
rights that consumers have: (1) the right to safety, (2) the right to be informed, (3) the right to 
choose and (4) the right to be heard. Two consumer rights were added later, including the 
right to a clean environment (inspired by environmentalism), and consumer privacy (Loudon 
& Bitta 1993: 629-640). Many consumer rights and protection legislation were passed later. 
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Consumerism and Health Care Reform 
Obviously, the influence of consumerism was not centered just around business and the 
political arena, but also in the health care sector. Health care systems have been under reform 
and restructure everywhere. The aging population, increasing medical costs, rising 
community expectations, and the rise of consumer and human rights all had a hand in 
initiating the health care reforms (Hospital Authority 1996). 
Recreation of Consumer 
Traditionally, patients were considered as passive recipients of health care services, but 
now are purchasers of services, directly or indirectly (Rehr 1983:44). Patients are considered 
as ill persons, in contrast to the health professionals with the expertise to treat. There is 
increasing research from the nursing discipline showing that patient participation in decision 
making is positively correlated with the medical outcomes, especially in chronic diseases and 
cancers (Golin 1996, Laine 1997). 
The informed consumer with knowledge and motivation to act on his own and on behalf 
of other consumers is the goal of all consumer movements (Rehr 1983:44). Research also 
shows there is a relationship between sharing information with patients and their satisfaction 
levels (Larson A. 1996, Weed L. 1997). Fundamentally, there is a transition from an "illness" 
model to a "wellness" model (Hospital Authority 1996) in which one no longer just focuses 
on segmented hospital or health care provider segments, but the whole vertically and 
horizontally integrated health systems，with patients actively participating in the treatment 
and prevention of illness. The patient now assumes a new role that carries greater 
independence and decision making responsibility，similar to the concept o fa "consumer." 
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Consumer Rights - Patient Rights 
The American Hospital Association, based on the 1962 Statement of Consumer Rights, 
introduced the Patient's Bill ofRights as the standard ofhospital care in 1973. Any hospitals 
seeking Joint Commission on Accreditation ofHospitals (JCAH) accreditation must submit a 
written statement and procedures similar to the Patient's Bill ofRights to inform its patients 
of their entitlements upon admission. In the United Kingdom, the National Health Services 
QOTS) introduced the Patient's Charter in 1977 under the influence of consumerism and 
political pressure (Well 1995) and subsequently revised it in 1990, borrowing the experience 
in formulating the Citizen's Charter to add in measurable guidelines so as to monitor the 
quality of health care services. The Patients' Charter covers various dimensions, including 
guarantee of access to medical services, provision of information for patients, freedom of 
choice，respect for the individual, professional standards, continuity of care and the right to 
complain (Well 1995). These patient rights share the same basic beliefs as the consumerism 
movement in the 1970s. 
Global Public Sector Reform 
Facing the problems of increasing bureaucracy and operating costs and decreasing 
efficiency and responsiveness of public sectors, there was a shift from "administration" to 
"management," where the public sector tried to adopt the private business sector 
management practices and techniques to enhance the effectiveness and efficiency of the 
public policy (Ko 1995). Fundamentally, there is an ideological shift towards managerialism 
in the public sector (Bames 1997:32). Hence there is an emphasis on “ getting close to the 
customer" and search for excellence in service provision which places managers on the side 
of consumers. These "close to customer" trends are: redefining citizens, separation of 
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providers and consumers, and public participation. 
Redefining Citizens 
In the 1980s and 90s, the British government, under Margaret Thatcher's and John 
Major's leadership, issued the Citizen's Charter to raise the standard of public services within 
the available resources and make them more responsive to the needs of customers. The 
Citizen's Charter had incorporated two concepts: that of a consumer of specific services, and 
membership in a political community which defines the status of the citizen. It identifies four 
mechanisms intended to enable a more informed citizenry to assert their wishes in opposition 
to the vested interests of welfare bureaucrats: the privatization of services; the introduction of 
contracting with the private sector for services which remained a public sector responsibility; 
developing choices within public sectors; and consultation with the people who are affected 
by services (Barnes 1997:36). The formulation ofthe Patient's Charter in the U.K. and H.K. 
has been under the influence of the Citizen's Charter's philosophy. 
Separation ofProviders and Consumers 
The intention was to ensure that services were responsive to health needs as expressed 
by the actual and potential users of the service, rather than by the interests of providers. The 
mechanism through which such voices were to be heard were through market research, focus 
groups, health forums, and public meetings which often involved direct contact between local 
people and staff involved primarily in managerial and planning posts, rather than professional 
service providers. The basic assumption is that the repositioning of patients as consumers of 
the health care service who "pay" for the services will motivate providers (hospitals) to be 
more responsive to their needs and satisfaction levels. 
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Participation - Public Participation 
Ham (1994) has done a comparative study on health care systems in the United 
Kingdom, the United States, Canada, Sweden, Netherlands and West Germany. All health 
care systems were blamed for being inefficient to utilize resources, and for lacking in 
responsiveness of services to users. There were strong pressures from the public to 
participate in the strategic planning and evaluation ofhealth care policies. 
Hong Kong Health Care Reform 
Establishment ofHospital Authority 
In 1985, the Hong Kong government appointed a management consulting firm, W. D. 
Scott PTY Company, to review the management of the existing public hospital system. The 
consultants recognized problems of increasing health care costs, misallocation of resources, 
lack of responsiveness to patients, and declining health care service quality (e.g., camp beds 
along the hospital corridor). They identified some of the major variables exerting long term 
and strategic implications for the health care service development in Hong Kong: 
- t h e medical costs increase more rapidly than many other public services 
- inc reas ing public discontent resulting from rising community expectations and the desire 
for quality medical services 
- t h e "seemed to be fair" dual hospital system which disintegrated the government 
hospitals (directly under governmental control) and subvented hospitals (sponsored by 
the government). 
Drawing from the recommendations of the consultants' report, the Hospital Authority 
was established on 1 December 1990 under the Hospital Authority Ordinance. It is a 
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Stationary body responsible for the management of all public hospitals in Hong Kong. The 
Hospital Authority's mission statement is attached in Appendix 1. The Hospital Authority 
aims at "optimizing the use of resources, facilitating hospital management reforms, and 
enhancing participation" (Ko 1995:36). 
Point of Contact: Hospital Authority and Patients 
Hospital Authority now manages 41 hospitals and 48 specialist clinics. It has been the 
major factor in the delivery ofhealth care services in Hong Kong. Seventy percent of primary 
care, ninety-two percent of secondary and tertiary care, and a hundred percent of extended 
and long-term care are delivered by Hospital Authority (Table 1). There has been increasing 
utilization ofhospital services over the last few years (Table 2). 
TABLE 1 
DISTRffiUTION OF HEALTH CARE RESOURCES Dv[ HONG KONG Es[ 1996 
Hospital Authority Department Private Sector Others 
ofHealth  
Primary Care ~ ~ ~ ^ 3% IWo YWo"^ 
Secondary and Tertiary Care 92% 0.1% 7.9% 0% 
Extended and Long-term Care 100% 0% 0% 0% 
Distribution ofHospital Beds 85.2% 3.2% 11.6% 0% 




UTEJZATION STATISTICS OF PUBLIC HOSPITAL SERVICES 1994-1996 
1994 /95 1995 /96 Increase (%) 
General In-patient Services 
Number ofDischarges 832281 910398 8.58% 
Number ofPatient Days 5154788 5384353 4.45% 
Number of Accident and Emergency Attendances 1733040 1976706 14.06% 
Out-patient Attendances 5712490 6326117 10.74% 
Community Nursing Services 21574 24031 10.47% 
Number ofPatients Treated 
Psychiatric Services 8604 9341 8.57% 
Number ofDischarges  
Source: Hospital Authority (1997a) Hospital Authority Annual Report 1995-1996. 
Rise of Patient-Oriented Services and Total Quality Management Philosophy 
Hong Kong people's expectations of the health care service have been raised by the 
growing affluence of the Hong Kong people, as well as by the influence of consumerism and 
consumer rights stated above. These expectations go beyond the technical medical 
competency, and also include the quality aspects of the service. Aspects like accommodation, 
waiting time, personal attention, and the amenities provided are now regarded as integral 
parts of the hospital experience (Hospital Authority 1994b). As Hong Kong people become 
more educated, there is increasing pressure from the patients, as well as the political parties, 
for better patient-oriented services and patient satisfaction outcomes. 
Since its establishment, the Hospital Authority has been promoting the concept of 
"patient-centered services." One of the fiindamental objectives ofthe Hospital Authority is to 
"project to the public at large an image of care, dedication, efficiency, value for money and 
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partnership, and to encourage public participation in the system, resulting in more direct 
accountability to the public" (Hospital Authority 1994:1). 
The National Health Service QSfHS) in the United Kingdom showed that patients have 
similar requirements and expectations of hospitals (Munro-Faure L & Munro-Faure M. 
1992:1-11): 
- w a i t a reasonable period of time for an appointment to be arranged 
- w a i t a short period of time once they turn up at the clinic for their appointment 
- e x p e c t nutritious and edible foods, reasonably comfortable hospital surroundings, and to 
be treated with respect 
- e x p e c t appropriate medication and treatment 
- e x p e c t medical staff to discuss with them their problems and the treatment given 
Hospital Authority has been emphasizing the Continuous Quality Improvement (CQI) 
programs. Borrowing the concept of quality management, programs focusing on technical 
competencies, clinical outcomes measures, improved use of resources, and training schemes 
have been implemented. The head office aims to encourage individual hospitals and front 
line units to take ownership of tasks and dedication of decision making power so as to 
improve the services. 
Patients' Charter 
Following the NHS and US examples, Hospital Authority started to draft the Patients' 
Charter in 1992. The objectives are two-fold. It aims to spell out the benefits ofpatients and 
their basic rights and responsibilities and at the same time provide a clear indication to the 
hospital stafFof the standard of services which they aim to provide (Hospital Authority 1992). 
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Patients' Charter is composed of eleven patients' rights and six patients' responsibilities 
(Appendix 2). In contrast with the Patients' Charter in the U.K., the Hospital Authority 
Patients' Charter does not have any legal binding nor disciplinary action for infringement 
(Hospital Authority 1993). Therefore, it is completely voluntary. Hospital Authority has been 
promoting the Patients' Charter with support from the District Board and Alliance of 
Patients' Mutual Help Organization over the last few years. 
Patient Satisfaction Measurement 
To achieve quality customer service, Hospital Authority needs to find out from the very 
beginning whether customers are satisfied with the current service or not. Secondly, it needs 
to determine how patients evaluate their hospital experience. 
The need to set up formal patient feedback channels was mentioned in the first public 
annual plan. The Hospital Authority Head Office (HAHO) encouraged individual hospitals to 
collect patients' opinions and feedback by using questionnaires. The objectives are to 
evaluate patients' satisfaction levels, as well as to work out the priority areas for further 
improvement. However, there are no standard universal patient satisfaction questionnaires 
used amongst hospitals now. Appendix 3 and 4 include questionnaire samples from two 
different public hospitals. There is no strict procedure on how to use the results of such 
questionnaires. 
Hospital Authority Complaint Channels 
Hospital Authority recognized complaints as customer feedback to improve the quality of 
service. In this respect, a systematic complaint system has been implemented (Appendix 5). 
Every hospital has a Patient Relations Officer (PRO) to handle complaints immediately. 
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Senior managers or executives are assigned to be Public Complaints Officers when 
investigation and appropriate actions need to be taken. Appeals cases are submitted to the 
Public Complaints Committee (PCC) for further consideration. PCC will also handle cases 
referred by Legislative Council members. The Patient and Community Relations Committee 
of the Hospital Authority Head Office will play a monitoring role and detect any persistent 
complaint trends. Besides, the Public Affairs Division is responsible for receiving all 
telephone complaints to HAHO, as well as monitoring all complaints in the mass media. 
Public Participation 
In order to be responsive to what consumers really need, Hospital Authority has 
implemented several measures to solicit personal participation from patients, as well as 
public participation from citizens and political parties. Focus groups have been used to 
collect users', non-users' and community leaders' opinions. Annual plans have been issued 
publicly, and public meetings are organized every year to seek inputs from political parties as 
well as the general public. Hospital Authority set up an interactive telephone hotline in 
December 1995 which provides pre-recorded information on Hospital Authority services and 
health topics. 
Purpose of the Study 
Local Studies 
Having viewed all the health care reforms in Hong Kong over the past few years, it is 
clear there has been no systematic evaluations of whether the Hospital Authority has 
successfully motivated patients to participate actively in the health care services. Do patients 
really know what patients' resources they have? Do they really utilize them? 
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Local studies in political sciences have focused on institutionalized systems without 
getting in touch with the real users of health services - patients (Cheung 1995;Ko 1995). On 
the other hand, studies in the social work discipline (Social Work Students, Baptist College 
1992) only focused on the Patients' Charter, without conceptualizing the concept of 
participation in a broader concept. Participation can be personal participation within the 
treatment process, e.g., involved in the decision making in the treatment process, or cognitive 
knowledge or even public participation by expressing opinions to the Hospital Authority's 
Annual Plan. On these dimensions, there are many gaps in existing local research efforts. 
There is almost no field study on patient satisfaction in health care services in academic 
circles. Patient satisfaction levels are measured by individual hospitals, and the results are 
kept confidential from the public. Hospital Authority had in the past invited the University of 
Hong Kong and the Hong Kong Polytechnic University to derive a standardized quantitative 
patient satisfaction questionnaire, though the progress and results are kept confidential. 
Needless to say, there is no study to measure whether there is any relationship between 
patient participation and patient satisfaction in Hong Kong. 
Business Objectives 
The business objectives are as follows: 
1. to help the health care manager to understand the existing level of patient participation and 
suggest ways to improve so that patients will be more actively involved 
2. to help the health care manager to increase the patient satisfaction level 
Research Objectives 
The research objectives are as follows: 
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1. to measure the present level of patient participation in health care services 
2. to measure the level of patient satisfaction with the health care services 
3. to explore the relationship between level of patient participation and level of patient 
satisfaction 
4. to explore the relationship between patients' demographic profile and the level of their 




Definition of Concepts 
Patient Participation 
Background 
The concept of patient participation is a widely accepted tenet in contemporary nursing 
practice. It is now part of the vocabulary of professional nurses and has been a means of 
enhancing decision making and human dignity, and also enriching the quality of life 
(McEwen, Martini & Wilkins 1983). 
Pressure for the promotion of patient participation has come from the belief that patients 
have a right and a responsibility to be involved in their own health care. However, there is no 
clear consensus nor theoretical framework of what patient participation really is. The unclear 
definition has resulted in negative consequences: role confixsion and role conflict both for the 
health care professional, as well as for patients and their relatives, which in turn results in 
poor communication and, in general, dissatisfaction. 
The lack of consensus of what patient participation is creates difficulties in our studies. 
But nevertheless, we will try to re-articulate the concept, by summarizing all the attributes of 
patient participation. 
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Different Meanings in Different Contexts 
Participation, in simple terms, means to involve a particular person or group of people 
actively taking part in a particular activity, action or system with others. Putting this back 
into the health care context, participation will have different meanings in different contexts or 
situations. McEwen, Martini & Wilkins (1983) summarized three components of 
participation: 
- self help: active patient involvement in care 
- demedicatization or deprofessionalization: substitution oflay for professional care; 
- democratization: involvement of consumers in social policy decisions in the field of 
health care 
Active Process 
Participation is an active process (Saunders 1995). In a broader sense, it includes the 
involvement of people in decisions, giving them some feeling of control or responsibility 
(Holloway 1993). Brownlea (1987:606-607) describe participation as "getting involved or 
being allowed to become involved in the decision making process or the delivery of a service 
or the evaluation of a service or even simply to become one of a number of people consulted 
on an issue or matter." In this regard, participation requires an individual to take part in the 
decision making or evaluation process actively. 
Attributes ofPatient Participation 
Cahill (1996) has done a literature study and worked out a hypothetically perfect model 
of patient participation. Here are the summaries of patient participation attributes: 
- a relationship must exit 
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- t h e r e must be a narrowing of the appropriate information, knowledge and / or competence 
gap between the nurse and patient using suitable modalities in different contexts 
- t h e r e must be a surrendering of a degree of power and control by health care 
professionals 
- t h e r e must be engagement in selective intellectual and / or physical activity 
- t h e r e must be a positive benefit associated with the intellectual and / or physical activity 
Relationship 
Patient participation assumes that there is a real relationship between the health care 
professional and the patients. Relationship means that the participation entails involvement, 
sharing or interaction with others. 
Information Gap 
From the sociology ofhealth care fields, a health care professional traditionally assumes 
a stronger power position in the doctor/ nurse - patient relationship as he / she has specialized 
medical information which the patient does not. This kind of information or competence gap 
can leave the patient totally dependent on the doctor's and / or nurse's recommendations, and 
decisions regarding treatment are just patient compliance, but provide an illusion of 
participation. The patient must understand his / her illness and treatment in simple language 
so as to be involved in the decision making process. 
Surrendering ofDegree ofPower and Control 
By reducing the information and competence gap of health care professionals and 
patients, patients are now in a better position to decide, as well as to judge, using their own 
sense and knowledge. In that sense, the health care professionals will have to surrender their 
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expertise power and control to share the decision making process together with the patients. 
The basic assumption is that the patients know the situation of and status of his / her own 
bodies and involving them to decide can contribute to better outcomes. This is a process of 
deprofessionalization. 
Intellectual and Physical Attributes 
The last two attributes assume that participation is more than just the cognitive aspect of 
participation by knowing that there are channels to participate in; rather, participation should 
involve both intellectual and physical activities. And more importantly, Cahill (1996) 
assumes that there is a positive correlation between patient participation and patient 
satisfaction. He assumes that this is a rewarding relationship where positive outcomes should 
follow, e.g., higher level of patient satisfaction and better clinical outcomes, etc. McEwen, 
Martini & Wilkins (1983) also stressed the benefits of patient participation, especially in self-
care, where patient responsibilities and commitment to health and health promoting 




Patient satisfaction involves a cognitive evaluation of, and a positive emotional reaction 
towards, health care. It also expresses an attitude (subjective dimension) and evaluation of 
objective aspects of the services, like the length of waiting time (Fitzpatrick 1993). 
Based on similar concepts, (Chan 1993), the Chief Executive of the Hospital Authority 
explained that customer perception of a service (health care services) is affected by two basic 
elements of perception: 
Selective perception - refers to the fact that people tend to notice only those things 
which are important to them; customers pay attention only to 
information about important attributes 
Subjective perception — refers to the fact that different people are apt to interpret 
the same situation differently, depending on their fundamental 
attitudes and emotional states 
Although it is true that service experience itself is highly subjective and selective, the 
above explanation cannot provide a concrete and comprehensive patient satisfaction model. 
Besides, the above explanations are too passive and conservative by considering that patient 
satisfaction totally depends on one's perception, over which the health care managers have 
no control at all. 
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Theoretical Models ofPatient Satisfaction 
Strasser & Davis (1991) worked out a systematic model of patient satisfaction. They 
defined patient satisfaction as patients' value judgements and subsequent reactions to the 
stimuli they perceive in the health care environment just before, during, and after the course 
of their in-patient stay or clinic visit. These value judgements and reactions will be 
influenced by the dispositional characteristics of the patients and their previous life and 
health care experiences (Figure 1). 
Stimuli, Value Judgements, and Reactions 
Hospitals are replete with stimuli to which patients may or may not respond. Stimuli are 
cues in the patients' environment that they may sense, smell, see, feel, or hear. Different 
kinds of stimuli can trigger different kinds of judgements and reactions. For example, the bed 
(stimuli) is so clean and comfortable (judgement). Or the queue at the pharmacy (stimuli) is 
so long (judgement). I can do nothing but have to wait (reaction). 
Perceptual Realities 
The patient's perception of the stimuli is his / her reality. However, people may 
misperceive stimuli, leading them to make inaccurate value judgements. In that sense, this 
may create difficulties and frustration for health care managers. For example, a patient with 
chronic disease or even cancer may complain that he / she cannot recover quickly after 
simple treatment. Or a patient who waited for 15 minutes to see the doctor might complain 
that it took too long. 
Intervention in the Patient Satisfaction Process 
Obviously, the health care managers can change the stimuli themselves so that patients 
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will have different value judgements and expectations. On the other hand, we can also alter 
the patients' expected value judgements or expectations (Strasser & Davis 1991:52). The 
health care managers have opportunities to manipulate patient satisfaction level here. The 
classic example will be the waiting time to see the doctor. If a patient waits in the Accident 
and Emergency Ward for hours, without anyone to tell him / her how much longer he / she 
will have to wait, he / she will definitely feel annoyed and frustrated. 
Individual Differences 
Obviously, one's disposition, personality, values, demographics, and life and health care 
experiences will result in different judgements and reactions. 
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FIGURE 1 
A DEFMTION OF PATEENT SATISFACTION AND THE PATffiNT SATISFACTION 
PROCESS 
Individual Differences 
1. Patient's disposition, personality, values and 
demographic variables 
2. Patient's life and health care experiences  
T • 
Stimulus "> Patient's Value Judgement 今 Patient's Reaction 
Source: Adopted from Strasser & Davis (1991) Measuring Patient Satisfaction for Improved 
Patient Services: Health Administration Press, p.55 
Survey Design 
Design 
A quantitative research method will be used. An English survey questionnaire is first 
developed, and is then translated into Chinese and back-translated into English by a third 
party to ensure the quality and accuracy of the Chinese translation. Both questionnaires are 
attached (Appendices 6 and 7). This project used the Chinese questionnaire only. It is a self-
administered questionnaire, consisting of 34 questions. The questionnaire includes four parts, 
satisfaction questions, participation questions, demographic data, and hospital experience. 
Likert five point scales are used, ranging from very dissatisfied to very satisfied. 
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Sampling Site 
General hospitals are chosen as the survey sites, as they have high patient turnover, as 
compared with rehabilitation hospitals and specialist clinics, and they have different types of 
patients and medical departments available. The Hospital Authority has divided Hong Kong 
into eight clusters, with one general hospital in each cluster. General hospitals are listed as 
follows: 
1. Hong Kong East: Palmela Youde Nethersole Eastern Hospital 
2. Hong Kong West: Queen Mary Hospital 
3. Kowloon East: United Christian Hospital 
4. Kowloon West: Kwong Wah Hospital 
5. Kowloon Central: Queen Elizabeth Hospital 
6. N.T. East: Prince of Wales Hospital 
7. N.T. South : Princess Margaret Hospital 
8. N.T. North : Tuen Mun Hospital 
A letter explaining the survey methodology and the questionnaire have been sent to the 
above eight hospitals' Patient Relations Officers for approval to conduct the survey 
(Appendix 8). Kwong Wah Hospital in Kowloon West and Tuen Mun Hospital in N.T. North 
replied favorably. Two hospitals from Hong Kong island were later added. The Palmela 
Youde Nethersole Eastem Hospital and Queen Mary Hospital are selected to prevent 




In order to maximize the exposure to different types of patients and to prevent bias, field 
workers visited different hospitals at different time-slots and on different days from 28 March 
to 4 April 1998. Around 25 questionnaires were completed in each timeslot. 
TABLE3 
TJME TABLE OF HOSPITAL VISITS 
Day ！ Saturday i Monday i Tuesday I Wednesday | Thursday ！ Friday | Saturday 
I (1) I (2) i (3) I (4) I (5) 1 (6) I (7)  
AM iHospital 1 jHospital 2jHospital 4i Hospital 2 | Hospital 4 |Hospital 1 |Hospital 3 
.*••.• _|_ ••_&•_•_•••••• «_»+••»_•••••_••»_•_••_， "_<i_*__>_A f *><*************2***>** «，••••••••••«» 
PM |Hospital 2|Hospital 3 |Hospital 11 Hospital 3 | Hospital 1 [Hospital 2|Hospital 4 
Respondents 
Intercept sampling was used. Questionnaires were distributed in the waiting areas, e.g., 
outside the pharmacy and the accounting payment office, where the respondents had enough 
time to fill in the questionnaire. Besides, these patients were "out-patients" who had finished 
the whole treatment process so that they could have more comprehensive views on the 
satisfaction level. 
Field Work 
The researcher was accompanied by two field workers to distribute questionnaires and 
help to fill in questionnaires in case the respondents could not read the characters. The field 
workers' notes / briefing reminder are attached (Appendix 9). 
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Questionnaire - Operationalization of Concepts 
Patient Participation 
Based on Cahill's (1996) patient participation model, questionnaire items are 
constructed as follows: 
1. A relationship 
- K n o w the names of doctor-in-charge and nurses-in-charge 
2. Narrowing of appropriate information, knowledge and competence gap 
- S p e n d time to search for information 
_ Ask about the side-effects and details of the treatment process 
- R e c e i v e clear explanation of the medical condition and diagnosis 
- R e c e i v e clear explanation of the side-effects and details of the treatment process 
- K n o w the price of medical services and equipment 
- I n v o l v e d in decision-making process on treatment and medication plan 
- K n o w the patients' resources 
- C h a n n e l s through which he/she heard about Patients' Charter 
- K n o w patients' rights and responsibilities 
-Fami l ia r i ty with complaint channels 
3. Engagement of intellectual and physical activities 
- U s e patients' resources 
- U s e complaint channels 
- E x p r e s s opinion on Hospital Authority's annual plan 
- F i l l e d in patient satisfaction questionnaire 
- W i l l visit same hospital and doctor again in future 
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Patient Satisfaction 
Based on Strasser & Davis (1991) (Appendix 10), Hopkins (1993) and patient 
satisfaction questionnaires from hospitals (Appendix 3 and 4), patient satisfaction is divided 
into the following categories. Detailed items are omitted in order to control the length of the 
questionnaire. 
1) Accessibility of care 
- T i m e waiting for care 
-Environmental issue - cleanliness 
-Fac i l i t i e s 
- F o o d quality and meal time 
- Visiting hours 
2) Process of care 
-Interpersonal aspect of care 
- Time spent by doctor 
- P r o v i d i n g information 
- Organization of care, scheduling of operation and administration practices 
3) Outcomes of care 
- R e l i e f of pain 
- C u r e of disease 
-Res tora t ion of function 
4) General satisfaction level 
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Demographic Data and Hospital Experience 
Six demographic variables are collected, including sex, age, education, occupation, 
monthly household income level, and housing type. 
Hospital experience includes specialty consulted, length of stay, past hospitalization 
experience, and type of ward to which patient was admitted. 
Hypotheses 
Two null hypotheses have been set up 
H1: There is no relationship between level of patient participation and level of patient 
satisfaction. 
H1 is subdivided into two hypotheses: 
H1 (1): There is no relationship between level of patient participation knowledge and 
level of patient satisfaction. 
H1 (2): There is no relationship between level of patient participation use and level of 
patient satisfaction. 






Two hundred forty-two questionnaires were collected, and two hundred were classified 
as valid. Incomplete questionnaires were classified as invalid. In the beginning of the data 
collections, the field workers encountered some respondents who could not read Chinese 
characters and also some respondents who just finished half of the questionnaire and left the 
site (e.g., pharmacy or payment office) quickly. In order to secure completed questionnaires, 
field workers questioned the respondents directly and filled in the questionnaires, leading to 
the modified use of personal interview, rather than self-administered questionnaires as the 
key data collection method. Questionnaires were collected from four survey sites and the 
distribution pattem was as follows: 
TABLE4 
DISTRIBUTION OF QUESTIONNAIRES FROM FOUR SURVEY SITES 
Location Numbers of completed 
questionnaires  
Queen Mary Hospital 30 
Eastern Hospital 35 
Kwong Wah Hospital 67 
Tuen Mun Hospital 68  
Total: ^22  
Overview ofPatient Satisfaction 
This questionnaire consists of eleven questions on various dimensions of patient 
satisfaction. Table 5 summarizes the simple statistical figures. In general, patients are quite 




Comparatively speaking, items including cleanliness (Q2), facilities (Q3) and visiting 
hours (Q5) score higher than items like waiting time (Q1) and meals (Q4). The means of Q2, 
Q3 and Q5 range between 3.34 to 3.88，while means for Q1 and Q4 are between 3.07 to 3.47. 
Satisfaction with cleanliness (Q2) may be relatively higher than other attributes because it is 
more tangible, visible and objective than other attributes. If the lobby is clean, respondents 
can answer quickly and positively. In contrast, queuing time and meal is based more on 
respondents' subjective value judgements. Long queuing time (Q1) has been criticized by the 
public for a long time. Health care managers always face difficulties managing unexpected 
demands and patient loads. Patients admitted into the Accident and Emergency Unit usually 
have to wait longer than other specialties, and their satisfaction scores are expected to be 
lower. There are virtually no fixed visiting hours (Q5) in the hospital. Patients' relatives and 
friends can visit the hospitals anytime when doctors are not working in the wards. 
Process 
Respondents are more satisfied with the interpersonal attitude aspect of care (Q6). The 
means (3.75 and 3.8) are higher than the average general satisfaction mean (3.64) (Q11). 
Satisfaction with nurses is higher than with doctors with respect to interpersonal aspects of 
care (Q6) and information disclosure (Q8) respectively (3.8 vs. 3.75 and 3.5 vs. 3.28). This 
may be due to the fact that the nurses are perceived as more friendly and it is easier to 
communicate with them. 
The organization of care (Q9) mean is relatively low (3.21), implying that patients are 
either less satisfied or have no opinion regarding the organizational practice and policies. In 
the survey, some patients mentioned that they already knew that public hospitals have lots of 
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bureaucratic and rigid policies. They had no choice and influence. 
Outcomes 
Mean satisfaction levels for outcomes-relief of pain (QlOa), cure of disease (QlOb) and 
restoration of function (QlOc) are 3.39, 3.42 and 3.28, respectively. Satisfaction with 
restoration of function is the lowest, perhaps because some respondents are from general out-
patient specialties, and they just see the doctor and pick up their medicine, without full 
recovery from their conditions yet at the time of response to this questionnaire. 
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TABLE 11 
SUMMARY OF PATffiNTS' SATISFACTION SCORES 
Mean Median Mode Std. Variance Percentiles 
Deviation 25 50 75 
Accessibility 
Qla. Waiting time - admission 3.27 3 4 0.87 0.757 3 3 4 
Qlb. Waiting - pharmacy 3.07 3 4 0.998 0.996 2 3 4 
Qlc. Waiting - shrofif 3.47 3 3 0.701 0.491 3 3 4 
Q2a. Cleanliness - lobby 3.88 4 4 0.623 0.388 4 4 4 
Q2b. Cleanliness - wards 3.64 4 4 0.750 0.563 3 4 4 
Q2c. Cleanliness - shroff 3.5 3 3 0.687 0.472 3 3 4 
Q3a. Facilities - bed 3.5 4 4 0.709 0.502 3 4 4 
Q3b. Facilities - linen supplies 3.42 3 4 0.725 0.525 3 3 4 
Q3c. Facilities - room 3.56 4 4 0.713 0.509 3 4 4 
Q3d. Facilities - 3.34 3 3 0.588 0.346 3 3 4 
wheelchairs/ stretchers 
Q4a. Meals - food quality 3.08 3 3 0.847 0.717 3 3 4 
Q4b. Meals - time 3.32 3 3 0.679 0.462 3 3 4 
Q5. Visiting hours 3.57 4 4| 0.836 0.699| 3 4 4 
Process  
Q6a. Doctors' interpersonal ^ 4 4 0.897 0.804 4 4 4 
aspects of care 
Q6b. Nurses' interpersonal 3.8 4 4 0.852 0.727 4 4 4 
aspects of care 
Q7. Doctor - time 3.31 4 4 1.01 1.02 2 4 4 
Q8a. Doctors' information 3.28 4 4 1.023 1.046 2 4 4 
Q8b. Nurses' information 3.5 4 4 0.924 0.854 3 4 4 
Q9. Organization ofcare 3.21 3 3[ 0.711 0.506| 3 3 4 
Outcomes 
Q1 Oa. Outcomes-relief of pain 3 ^ 4 4 0^ OM 3 4 4 
QlOb.Outcomes-cure ofdisease 3.42 4 4 0.771 0.596 3 4 4 
QlOc. Outcomes-restoration of 3.28 3 3 0.696 0.484 3 3 4 
function  
Overall 
Q11. General satisfaction level 3.64 4 4 0.750 0.563 3 4 4 
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Overview ofPatient Participation 
Relationship 
The majority of the respondents (56.5%) know the doctors' names and 38.5% know the 
nurses' names (Table 6). Doctors and nurses always wear name-tags, but the patients may 
disregard them. Some respondents said that they remembered the doctor's name because he / 
she sat down, the doctor greeted them, and personally introduced him / herself to them. 
TABLE6 
PATffiNT PARTICn>ATION: NAMES OF DOCTOR AND NURSES (Q13) 
Know the name of Yes No 
Doctor-in-charge 113 (56.5%) 87 (43.5%) 
Nurse-in-charge on shift 77 (38.5%) 123 (61.5%) 
Narrowing ofInformation, Knowledge and Competence Gap 
Spend Time to Search for Information 
Although the majority of respondents spent no time to search for information about 
hospitals and their illnesses, there are some differences in the underlying distribution pattern. 
The distribution pattem of time spent by patients to search for information about illness 
(Q12a) is more dispersed than that for hospital (Q12b) (Table 7, Charts 1 and 2 in Appendix 
11). Almost 82% (cumulative) of the respondents spent 0-2 days to search for information 
about their illness, while 92.5% (cumulative) of the respondents spent 0-2 days to search for 
information about hospitals. Patients paid more attention and effort to search for information 
about their illness, but less on hospitals. However, the choice of a hospital was never an 
impulse buying action. They might just choose the hospital that is in the vicinity or close to 
their home (geographical proximity). 
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TABLE 11 
mFORMATION ABOUT HOSPITALS AND EXNESS 
Information about Hospital Value Frequency % Cum % 
Odays 5 1 ^ 8^5~~845 
1-2 days 4 16 8 92.5 
2-4 days 3 7 3.5 96 
4-6 days 2 1 0.5 96.5 
6 days more 1 7 3.5 100 
Total 200 100 
Mean = 4.695 
Std dev = 0.858 
Median = 5 
Information about Illness Value Frequency % Cum % 
Odays 5 U2 l6 56 
1-2 days 4 52 26 82 
2-4 days 3 14 7 89 
4-6 days 2 3 1.5 90.5 
6 days more 1 19 9.5 100 
Total 200 100 
Mean = 4.175 
Stddev=1.234 
Median = 5  
Patient - Health Care Professional Relationship 
More than half of the respondents (56.5%) (Q14a) actively asked their doctors about the 
details of the treatment. Fewer respondents asked nurses (38.5%) (Q14b), as some 
respondents said that nurses probably did not know much about the treatment details. The 
doctor should always be the best person to ask. However, only 28.5% of the respondents are 
really involved in the decision making process, suggesting the prevalence of a traditional 
illness model where the sick patients have little or no ability to decide. The doctor as the 
expert is the only and sole best person to decide on the patient's treatment plan. 
In the questionnaire, we asked whether the patients were given a clear explanation of 
four items. Amongst these items, about two-thirds of the respondents said that they were 
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given a clear explanation of their medical condition and diagnosis (Q15a), which is the 
highest ranked item amongst the four explanation items. This score is slightly higher than 
Q14a, where 56.5% of respondents asked doctors about treatment details, suggesting that 
even though some respondents (10%) did not ask the doctor for information actively, some 
doctors will still explain the details to the patients pro-actively. Although about two-thirds of 
the respondents (66.5%) said that they were given a clear explanation of their medical 
condition and treatment, this figure is still unsatisfactory. Fewer respondents (42%) got a 
clear explanation of the side-effect(s) and details of their treatment process (Q15b). Only 
27.5% of the respondents knew the price of medical services (Q15c) as the doctor and nurses 
may not know the pricing details and would not spend time to explain this. The accounting 
staffs may be responsible for handling queries about pricing information. However, 
pamphlets and notices about general service charges have been distributed and posted 
publicly. Since most respondents might not use special medical equipment (Q15d), only 
17.5% of the respondents were given clear explanations about the charges for using them. 
TABLE8 
PATENT AND HEALTH CARE PROFESSIONAL RELATIONSfflP 
-NARROWEsFG OF WORMATION GAP 
No. Questions Yes No 
Q14a Ask doctors about treatment process details 113 (56.5%) 87 (43.5%) 
Q14b Ask nurses about treatment process details 77 (3 8.5%) 123 (61.5%) 
Q15a. Clear explanation on the medical condition and 133 (66.5%) 67 (33.5%) 
diagnosis 
Q15b. Clear explanation ofthe side-effects and details ofthe 84 (42%) 116 (58%) 
treatment process 
Q15c. Clear explanation of the price of medical services 55 (27.5%) 145 (72.5%) 
Q15d. Clear explanation ofthe price ofspecial medical 35 (17.5%) 165 (82.5%) 
equipment 
Q16. Involved in the decision-making process on treatment 57 (28.5%) 143 (71.5%) 
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Knowledge about Patient Resources 
Patient resource centers have been set up in many hospitals. All our sampled hospitals 
have patient resource centers for patients to find information and borrow books. However, 
knowledge and use of such centers is the lowest amongst all patient resources available. In 
contrast, almost half (43%) of the respondents knew about the existence of medical social 
workers in hospitals. The Hospital Authority launched the HA hot-line last year，and the 
awareness level is quite high (34.5%), showing that Hospital Authority has done a good 
publicity job here. However, complaint channels have been established in the Hospital 
Authority for many years (established in 1990), so in this regard, 32.5% awareness is 
unsatisfactory. 
TABLE9 
KNOWLEDGE AND USAGE OF PATEENT RESOURCES 
Patient Resources Know Don't know Use Don't use 
Q17a~~Patient Resources Center 35 (17.5%)~~165 (82.5%) 2(4%) 1 (96%) 
Q17b Medical Social Workers 86(43%) 114(57%) 27(13.5%) 173 (86.5%) 
Q17c Self-help support group 36 (18%) 114 (82%) 7 (3.5%) 193 (96.5%) 
Q17d Volunteer service 81 (40.5%) 119 (59.5%) 13 (6.5%) 187 (93.5%) 
Q17e Information computer 43 (21.5%) 157 (78.5%) 4(2%) 196 (98%) 
Q17f HAHot-line 69 (34.5%) 131 (65.5%) 9 (4.5%) 191 (95.5%) 
Q17g Complaints channels 65 (32.5%) 135 (67.5%) 7 (3.5%) 193 (96.5%) 
Q17h Patients’ Charter 56 (28%) 144 (72%) 7 (3.5%) 193 (96.5%) 
Patients，Charter 
Around one-fourth of respondents (28%) knew about the existence ofPatients' Charter; 
this is consistent with the result from another survey (Social Sciences Research Center 1997), 
in which 27.4% of the respondents had heard about the Patients' Charter. However, most 
respondents did not know what it actually involves. Only four percent of the respondents 
could mention three patients' rights, while only 0.5% could mention three patients' 
responsibilities. Most respondents did not know about any patients' rights and or patients' 
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responsibilities. For those who were aware of rights and responsibilities, "the right to clear 
description of medical condition and diagnosis" was the most frequently mentioned right, 
and “to follow prescribed and agreed treatment plan and instructions" was the most 
frequently mentioned responsibility. Out of the 56 respondents who have heard about 
Patients' Charters, most had leamed about it from TV (66%) and pamphlets in hospitals 
(48%). 
TABLE 10 
NUMBERS OF PATffiNTS' RIGHTS AND RESPONSroKJTffiS 
Q19. Number ofPatients’ Rights Frequency % Cum % 
3 8 4% 4% 
2 25 12.5% 16.5% 
1 29 14.5% 31% 
0 US 69% 100% 
Q20. Number ofPatients’ Responsibilities  
3 i 0 ^ ~ ~ 0 ^ ~ ~ 
2 7 3.5% 4% 
1 56 28% 32% 
0 U6 68% 100% 
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TABLE 11 
PATffiNTS' RIGHTS LISTED OUT BY RESPONDENTS 
Q19 Ranking“Patients' Rights ~s T^  
(know) (don't know) 
19.1 4 Right to medical treatment, accepted standards of 4 (2%) 196 (98%) 
care and quality 
19.2 8 Right to information about services available and 1 (0.5%) 199 (99.5%) 
charges 
19.3 1 Right to clear description ofmedical condition and 48 (24%) 152 (76%) 
diagnosis 
19.4 2 Right to names ofany medication and side effects 27 (13.5%) 173 (86.5%) 
19.5 7 Right to access medical information which relates 2 (1%) 198 (99%) 
to one's condition 
19.6 5 Right to refuse medication, treatment 3 (1.5%) 199 (98.5%) 
19.7 - RiglUtosecondmedicalopinion 1 (0.5%) 199 (99.5%) 
19.8 - Right to choose whether to take part in medical 0 (0%) 200 (100%) 
research programme 
19.9 - Right to have one's privacy, dignity and 0 (0%) 200 (100%) 
religious/cultural beliefs respected 
19.10 5 Right to keep information confidential 3 (1.5%) 197 (98.5%) 
19.11 3 Right to make complaint 13 (6.5%) 187 (93.5%) 
TABLE 12 
PATffiNTS' RESPONSronJTffiS LISTED OUT BY RESPONDENTS 
Q20 Ranking Patients' Responsibilities Yes No 
(know) (don't know) 
20.1 ~ ~ 2 Give as much information about your health as 10 (5%) 190 (95%) 
possible 
20.2 1 Follow prescribed and agreed treatment plan and 59 (29.5%) 141 (70.5%) 
instructions 
20.3 3 Follow hospital rules concerning patient conduct, 3 (1.5%) 197 (98.5%) 
be considerate of rights of other patients 
20.4 4 Keep appointment or inform ifunable to 1 (0.5%) 199 (99.5%) 
20.5 4 Not ask doctors to provide incorrect information 1 (0.5%) 199 (99.5%) 
or certificate 
20.6 - Not waste medical resources 0 (0%) 200 (100%) 
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TABLE 11 
CHANNELS HEARD ABOUT PATENTS' CHARTER 
Channels Yes No 
Q18a~~TV 37 (66%) 19 ( 3 4 % ) ~ 
Q18b Newspapers / Magazines 18 (32%) 38 (68%) 
Q18c Radio 20 (35%) 36 (65%) 
Q18d Pamphlets in hospital 27 (48%) 29 (52%) 
Q18e Doctors/Nurses 8 (14%) 48 (86%) 
Q18f Patient Resources Center 7 (12.5%) 49 (87.5%) 
Q18h Friends 7 (12.5%) 49 (87.5%) 
Total: 56 respondents 
Familiarity with Complaint Channels 
There is now a Patient Relations Officer (PRO) in all hospitals to improve the 
communication between the hospitals and patients and their families (Hospital Authority 
1997b:3). However, not many respondents know (21%) that they can approach the Patient 
Relations Officer for complaints. Other components of the Hospital Authority complaints 
system get low exposure. Only 9.5% of the respondents know about the existence ofa Patient 
& Community Relations Committee, and 14% know of the existence of a Public Complaints 
Committee. In contrast, for most respondents, traditional complaint channels which are 
outside the Hospital Authority structure are more popular and well-known, e.g., newspapers 
(51%). The Consumer Council and the Legislative Council have used to be people's 
complaint channels for consumer and social issues. The knowledge-rate is relatively high 
(43% and 41.5%). Also, independent professional associations like the HK Medical 
Association and the HK Medical Council are well-known to the public. 
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TABLE 11 
KNOWLEDGE AND USAGE OF COMPLAEv[T CHANNELS 
Complaint Channels Know Don't know Use Don't use 
Q21a~~Patient Relations Officer 42 (21%) 158 (79%)~~ 3 (1.5%)~~197 (98.5%) 
Q21b Patient&Community 19 (9.5%) 181 (90.5%) 0(0%) 200 (100%) 
Relations Committee 
Q21c Public Complaints Committee 28 (14%) 172(86%) 0 (0%) 200 (100%) 
Q21d HK Medical Association 82 (42%) 118 (58%) 1 (0.5%) 199 (99.5%) 
Q21e HK Medical Council 75 (37.5%) 125 (62.5%) 1 (0.5%) 199 (99.5%) 
Q21f Consumer Council 86 (43%) 114 (57%) 3 (1.5%) 197 (98.5%) 
Q21g Legislative Council Members 83 (41.5%) 117(58.5%) 2(1%) 198 (99%) 
Q21h NewspaperyO>ress 102 (51%) 98 (49%) 3 (1.5%) 197 (98.5%) 
Engagement ofPhysical and Intellectual Activities 
Use Patient Resources (Table 9) 
Knowledge is the prerequisite for usage of patient resources. Similar to the above 
findings, medical social workers have the highest usage rate (13.5%), followed by volunteer 
services (6.5%). This may be because both medical social workers and volunteers are active 
agents, in the sense that they will go out to reach patients actively, while the other resources 
are more passive and just wait for patients to visit and use them. 
Use Complaint Channels (Table 14) 
Again, similar to the use of patient resources, the use of complaint channels is 
dependent upon knowledge of the complaint channels. There are a total of thirteen 
respondents who have used complaint channels. Three respondents used the newspaper / 
press, which is the most convenient and least bureaucratic way. Three respondents 
approached the Consumer Council, which is one of the famed associations for protection of 
consumers' rights. Two respondents approached the Legislative Council members and two 
approached professional associations, the HK Medical Association and the HK Medical 
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Council. They are independent yet professional bodies to handle medical complaints. Only 
three respondents approached the Patient Relations Officer, meaning that this accessible 
position can more effectively exercise its function to handle immediate complaints within the 
hospital complaint system. 
Public Participation 
Public participation to express opinions on Hospital Authority's annual plan is 
minimal (1%). This is understandable, as the political participation in Hong Kong is minimal. 
From Lau's (1981) studies, Hong Kong people respond to political and social happenings 
with a passive attitude. When there are problems, people would prefer to seek help from 
themselves and their family, rather than from the government and social services (Lee 1992). 
Since patient satisfaction questionnaires administered by the Hospital Authority are 
"voluntarily" self-administered, the response rate is expected to be low. No wonder only 8% 




Q22 Expressed opinion on Hospital Authority's annual 2 (1%) 198 (99%) 
plan 
Q23 Filled in patient satisfaction questionnaire 16(8%) 184 (92%) 
Revisit Same Hospital and Doctor 
In most cases, the intention to repurchase can be considered as another facet of the 
satisfaction level. The majority of the respondents (86%) said that they would visit the 
same hospital again. Geographical factors might be very significant. Because of a hospital's 
time-shift system, patients may not be able to visit the same doctor when they visit the same 
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hospital. However, patients have the right to refuse the "new face" and choose to make an 
appointment to visit the same doctor at another time. The intention to visit the same doctor 
(54%), however, is less than the intention to visit the same hospital. Some patients might 
want to visit the same hospital, yet visit a new doctor for better services. 
TABLE 16 
REVISIT HOSPITAL AND DOCTOR 
Yes No 
Q24a Visit the same hospital again 172 (86%) 28 (14%) 
Q24b Visit the same doctor again 108 (54%) 92 (46%) 
Demographic Data 
The demographic data are listed in Tables 17, 18, 19 and 20. Patients visiting the 
public hospitals are usually in the lower income groups, less educated, and live in public 
housing estates. The majority of the respondents (71%) have a monthly household income 
less than $15,000. Regarding the education level, 31% belong to the no schooling and 
primary education level, and 61% have received secondary education. Half of the 
respondents (51%) live in public housing estates and are involved in home ownership 
schemes. Most respondents belong to age groups 15-40 (64%). Occupation types are quite 
diversified, with the majority belong to 3 groups: housewife (29%), clerical & service worker 
(20.5), and others (20.5%). Patients from the general hospital should be younger than 
rehabilitation hospitals and more diverse than other functional hospitals. 
Census data (Census and Statistics Department 1996) on population, sex, education 
level and monthly household income level distributions are used for demographic data 
comparisons (Table 20). Since the categorization of age, occupation and housing type used in 
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this survey are different from the census data, they are not included in the comparison table. 
The 1996 census shows that the population is concentrated in the New Territories (46.8%). 
Thus, to get a balanced sample with less bias, we should have collected more questionnaires 
from the New Territories. 
TABLE 17 
DEMOGRAPHIC VARIABLE - AGE DISTRIBUTION PATTERNS 
Age Group Value Frequency % Cum % 
15-25 i ^ " " " ^ ^ 
26-40 2 70 35 64 
41-60 3 49 24.5 88.5 
Over 60 4 23 11.5 100 
Total 200 100 
TABLE 18 
DEMOGRAPHIC VARIABLE - OCCUPATION 
Occupation Value Frequency % Cum % 
Professional 1 10 5 5 
Clerical & service worker 2 41 20.5 25.5 
Production worker 3 21 10.5 36 
Student 4 29 14.5 50.5 
Housewife 5 58 29 79.5 
Others 6 41 20.5 100    
T o ^ 200 100 
TABLE 19 
DEMOGRAPHIC VARIABLE - HOUSEsFG TYPE 
Housing Value Frequency % Cum % 
Public Housing Estate 1 T1 38.5 38J 
Home Ownership Scheme 2 25 12.5 51 
Private (rental) 3 18 9 60 
Private (Purchase) 4 34 17 77 
Village 5 41 20.5 97.5 
Others 6 5 2.5 100 
Total 200 100 
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TABLE 20 COMPARISON OF POPULATION CENSUS STATISTICAL DATA (1996) 
WITHSURVEYDATA 
Survey Figures Census Figures % of 
Differences 
Hong Kong Resident Population Distribution 
Number % Number % 
Hong Kong 65 32.50% 1312637 21.10% 11.40% 
Kowloon 67 33.50% 1987996 32.00% 1.50% 
N.T. 68 34% 2906733 46.80% -12.80% 
Marine 0 0 10190 0.20% -0.20% 
Total: 200 100% 6217556 100.00% 0.00% 
Hong Kong Sex Distribution 
Number % Number % 
Male 86 43% 3108107 49.99% -6.99% 
Female 114 57% 3109449 50.01% 6.99% 
Total: 200 100% 6217556 100% 0.00% 
Hong Kong Education Level Distribution 
Number % Number % 
No schooling 9 4.50% 480852 9.5% -5.00% 
Primary 53 26.50% 1146882 22.60% 3.90% 
Secondary 122 61% 2361456 46.60% 14.40% 
Post-secondary 16 8% 1077328 21.30% -13.30% 
200 100% 5066518 100% 0.00% 
Hong Kong Income Leve Distribution 
Number % Number % 
Less than$10,000 77 38.50% 436055 23.50% 15.00% 
$10,000-$15,000 65 32.50% 324721 17.50% 15.00% 
$15,001-$25,000 38 19% 480588 25.90% -6.90% 
0ver$25,000 20 10% 614188 33.10% -23.10% 
200 100% 1855553 100% 0.00% 
42 
Hospital Experience 
Tables 21 through 24 exhibit hospital experience figures. Most respondents have 
received treatment in the General Out-Patient Unit (22%) and Accident & Emergency Unit 
(15.5%). Most hospital experiences are relatively short (83 % within 5 days). Very few 
patients (1%) are admitted into the private ward because of the price, and some hospitals, like 
Tuen Mun Hospital do not even provide private ward services. Around half of the 
respondents are admitted to the same hospital before (52.5%). 
TABLE21 
HOSPITAL EXPERffiNCE - SPECIALTY CONSULTED 
Specialty Committed Frequency % Cum % 
Medicine H ^ ^ 
Surgery 29 14.6 23.2 
General Out-patient 44 22 45.2 
Pediatric 18 9 54.2 
Occupational Therapy 1 0.5 54.7 
Radiotherapy & Oncology 2 1 55.7 
Eye 2 1 56.7 
EarNose&Throat 7 3.5 60.2 
Accident & Emergency 31 15.5 75.7 
Skin 2 1 76.7 
Others 47 23.5 100 
Total ^22 122  
TABLE 22 
HOSPITAL EXPERffiNCE - LENGTH OF STAY 
Frequency % Cum % 
0 ^ 4T5 47^ 
1- 5 days 71 35.5 83 
6- lOdays 18 9 92 
11 - 15days 4 2 94 
16 - 20 days 1 0.5 94.5 
26 - 30 days 5 2.5 97 
31 days or above 6 3 100 
Total 200 100 100 
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TABLE 23 
HOSPITAL EXPERffiNCE- ADMITTED TO TfflS HOSPITAL BEFORE 
Admitted to this hospital before Frequency % Cum % 
~Ws m ^ 5 ^ 
No 95 47.5 100 
Total 200 100  
TABLE 24 
HOSPITAL EXPERffiNCE: TYPE OF WARD 
Ward Frequency % Cum% 
PrivateWard 2 1 T 
General Ward 101 50.5 51.5 




In Chapter Two, patient satisfaction and patient participation were defined and 
conceptualized with different attributes and dimensions. To test the hypothesis of the 
relationship between level of patient participation and level of satisfaction, and between level 
of patient participation and demographic variables, we have to work out a manageable and 
measurable level of patient participation and satisfaction. The hypothesis testing steps are 
summarized as follows: 
Participation 
Factor analysis — new participation factors (knowledge and use) 
—new participation value ^ chi-square hypothesis testing 
Satisfaction 
Factor analysis — new satisfaction factors— linear regression equation 
"> new satisfaction value 今 chi-square hypothesis testing 
In order to reduce and summarize the data, factor analysis is used here. Factor 
analysis aims to discover the major constructs and dimensions (Kline 1994). It can be used to 
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reduce and summarize the data by analyzing the interdependence of variables and 
determining which variables can represent the underlying dimensions. The objective is to 
collapse the patient participation variables and satisfaction variables into one or two factors 
so that statistical methods may be used to test the hypotheses. 
Patient Participation 
Principal component analysis is used here. There are a total of 29 participation variables. 
Q15 asked whether the patients were (passively) given a clear explanation of medical 
information and details. This question positions the patient in a passive dimension, rather 
than other questions which position the patient in an active context (which consistent to our 
definition). So this questions is excluded. Besides, Q21 asked whether the patients know any 
specific complaint channels. However, this item has been asked in an earlier question. Q17 
have asked whether the respondents know any patient resources-complaint channels. Q21 
only expand the details of complaint channels. Therefore, Q21 is discarded in our factor 
analysis testing. 
A Correlation matrix is first constructed (Appendix 12). From the scree plot (Appendix 
13), the first two factors which have the highest eigenvalues are identified. They are on the 
top edge of the steep sloping scree plot curve. The factor matrix is summarized in Table 25. 
Factor 1 can be categorized as the knowledge about patient resources (Q17). Variables 
with heavy factor loading values are: know name of doctor, Patient Resources Center-know, 
medical social workers-know, self-help support group-know, volunteer service-know, 
information computer-know, HA hot-line-know, Patients Charter-know, complaint channels-
know and finally know patients' rights. Variables which belong to the use of patient 
resources, including self-help support group-use and medical social workers-use are also 
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incorporated in the factor 1 in the Table 25. 
Factor 2 can be categorized as the use of patient resources (Q17) since variables with 
heavy factor loadings are: Patient Resources Center-use, medical social workers-use, self-
support group-use, information computer-use, HA hot-line-use. Patients' Charter-use, and 
complaint channels-use. However, factor loadings of Patients' Charter-use and complaints 
channels uses are marginal. 
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TABLE 11 
PATffiNT PARTICn>ATION FACTOR MATRIX 
Patent Participation Variables Label Factor 1 Factor 2 
Q12a. Search information about illness ESfFJLL -0.04356 - 0 . 0 1 8 9 8 ~ 
Q12b. Search information about hospital ESIF_HOS -0.04335 -0.08311 
Q13a. Know name ofdoctor NAME_DC 0.43024 0.30463 
Q13b. Know name ofnurse NAME_NU 0.323 0.32496 
Q14a. Ask doctors about treatment details TREA_DC 0.1875 0.09856 
Q14b. Ask nurses about treatment details TREA_NU 0.11211 0.16359 
Q16. Joint Decision Making in treatment process DEC_MA 0.19308 0.06753 
Q17a. Patient Resources - Patient Resources Center — PRC_KN 0.58218 -0.13816 
know 
Q17a. Patient Resources -Patient Resources Center - use PRC_USE 0.3554 0.46447 
Q17b. Patient Resources - Medical social workers-know MSW_KN 0.659 -0.26049 
Q17b. Patient Resources - Medical social workers - use MSW_USE 0.43978 0.30379 
Q17c. Patient Resources - Self-help support group — SHSG_KN 0.63575 -0.17024 
know 
Q17c. Patient Resources - Self-help support group - use SHSG_USE 0.44682 0.54192 
Q17d. Patient Resources - Volunteer service - know VS_KN 0.57024 -0.36992 
Q17d. Patient Resources - Volunteer service - use VS—USE 0.32257 0.253 
Q17e. Patient Resources - Information computer-know IC_KN 0.53139 -0.20515 
Q17e. Patient Resources - Information computer-use IC_USE 0.35152 0.57292 
Q17f. Patient Resources - HA Hot-line-know UNE—KN 0.55588 -0.3027 
Q17f. Patient Resources — HA Hot-line-use LmE_USE 0.35663 0.40497 
Q17h. Patient Resources - Complaint channels - know CC_KN 0.52838 -0.28562 
Q17h. Patient Resources - Complaint channels - use CC_USE 0.27395 0.30247 
Q17g. Patient Resources - Patients' Charter - know PC_KN 0.43597 -0.00461 
Q17g. Patient Resources -Patients' Charter - use PC_USE 0.2712 0.301 
Q19. Know patients' rights (number) PC_R_NO 0.48089 -0.1326 
Q20. Know patients' responsibilities (number) PC_RES_N 0.38609 -0.12962 
Q22. Expressed opinion on HA annual plan OPDs[_HA 0.20866 -0.11788 
Q23. Filled in patient satisfaction questionnaires FIL_QUES 0.23065 0.14953 
Q24a. Visit same doctor SICK_DC 0.15961 0.0285 
Q24b. Visit same hospital SICK_HO 0.25281 -0.1662 
*Items with heavy factor loading values are in bold font. 
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Variables of the two factors are mixed together and factor loadings of some variables 
on the two factors are quite close. For example, the factor loadings for complaint channels-
use have values of 0.27395 and 0.30247 for Factor 1 and 2 respectively. It may be difficult to 
really judge which variables are really represented by which factors. Two factors represent 
the major constructs of the concept "participation," Factor 1 matches to the construct of 
participation (knowledge) and Factor 2 matches to the construct of participation (usage). 
Besides, we cannot really incorporate the two factors into one，as participation usage is 
dependent upon participation knowledge, i.e., one needs to know about, before one can use, 
the resources. In this sense，it is better to divide them clearly into two separate variables. 
Therefore, two new patient participation variables are constructed, patient 
participation knowledge, and patient participation usage. The variables are listed in Table 26. 
The possible range of scores that represent the total number of items which the respondent 
knows and uses, will be from 0 to 13 points and 0 to 6 points respectively. 
TABLE 26 
PARTICffATION KNOWLEDGE AND PARTICn>ATION USE VARIABLES LIST 
Factor 1: Patient Participation Knowledge Factor 2 ; Patient Participation Use  
Know name of doctor-in-charge Patient Resources-Patient Resources Center-use 
Patient Resources-Patient Resources Center-know Patient Resources-Medical social workers-use 
Patient Resources-Medical social workers-know Patient Resources-Self-help support group-use 
Patient Resources-Self-help support group-know Patient Resources-Information computer-use 
Patient Resources-Volunteer service-know Patient Resources-Hot-line-use 
Patient Resources-Information computer-know 
Patient Resources-HA Hot-line know 
Patient Resources-Patients' Charter-know 
Patient Resources-Complaint channels-know 
Know patients' rights number 
Patient Resources -Self-help support group-use 
Patient Resources-Medical Social workers-use  
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Patient Satisfaction 
Similar to the above steps, factor analysis is used here to collapse 23 satisfaction 
variables into one or two factors for hypothesis testing. Again, principal component analysis 
is used and a correlation matrix has been calculated (Appendix 14). Factor with high 
eigenvalues implies that factor is measuring the major construct of the concept and vice versa. 
With reference to the scree plot (Appendix 13), the first two factors with the highest 
eigenvalues are identified. The factor matrix is summarized in Table 27. 
\ 
Factor 1 can be categorized as the general satisfaction level. Six variables with heavy 
factor loading values are: facilities-bed, facilities-room, information from doctors, 
information from nurses, interpersonal attitudes of doctors, and general satisfaction level. 
Factor 2 consists of only two variables, cleanliness of wards and facilities-room. 
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TABLE 11 
PATffiNT SATISFACTION FACTOR MATRIX 
Satisfaction Variables Label Factor 1 Factor 2 
Qla. Waiting time at admission WAIT ADM 0.3001~~0.19126 
Qlb. Waiting time at pharmacy WAIT_PHA 0.13875 0.04054 
Qlc. Waiting time at shrofif WAIT_SHR 0.33164 0.297 
Q2a. Cleanliness oflobby CLEA_LOB 0.35681 0.38127 
Q2b. Cleanliness ofshroff CLEA=SHR 0.35853 0.33377 
Q2c. Cleanliness ofwards CLEA_WAR 0.56311 0.53311 
Q3a. Facilities-room FAC_ROOM 0.64138 0.49822 
Q3b. Facilities-bed FAC_BED 0.63646 0.42827 
Q3c. Facilities-linen supplies FACJJN 0.56835 0.35959 
Q3d. Facilities-wheelchairs/ stretches FAC_WHE 0.40684 0.19798 
Q4a. Meal-food quality MEAL_FOO 0.30847 -0.00724 
Q4b. Meal-time MEALJHM 0.42601 -0.14687 
Q5. Visiting hours VISIT_HR 0.29694 0.06449 
Q6a. Interpersonal attitude of doctors EN[TER_DC 0.62895 -0.29193 
Q6b.Interpersonal attitude ofnurses Es[TER_NU 0.56498 -0.0.0757 
Q7. Time spent by doctors Xmffi_DC 0.56948 -0.23335 
Q8a. Information from doctors mFO_DC 0.64814 -0.20304 
Q8b. Information from nurses W O _ N U 0.63736 -0.12139 
Q9. Organization ofcare ORG— 0.50234 -0.11664 
QlOa. Outcome-reliefofpain OUT_PAEsT 0.49988 -0.15987 
QlOb. Outcome-cure ofdisease OUT_DIS 0.52046 -0.18129 
QlOc. Outcome-restoration offunction OUT_FUN 0.47385 -0.09151 
Q11. General satisfaction level GENERAL 0.6918 -0.26269 
*Items with heavy factor loading values are in bold font. 
广 
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Patient Satisfaction Equation 
We assume that the general satisfaction level is made up of other patient satisfaction 
variables. For example, if a patient feels very satisfied with one variable (facilities-bed), it 
will raise the general satisfaction score and vice versa. It is assumed that the relationship of 
general satisfaction and other satisfaction variables is linear. Factors 1 and 2 measure the 
major constructs of patient satisfaction. From the factor analysis, the seven variables with 
heavy factor loadings on Factors 1 and 2 are: 
50 : general satisfaction level 
51 : facilities-bed 
52 : facilities-room 
53 : clear information from doctors 
54 : clear information from nurses 
55 : interpersonal attitudes of doctors 
56 : cleanliness of wards 
A correlation matrix (Appendix 15) is constructed to ensure that there are no strong 
correlations among variables S0-S6, which can contribute to multicollinearity errors (Bryman 
and Cramer 1997). The correlation coefficient for S1 and S2 is 0.721, for S3 and S4 is 0.6657 
and for S2 and S6 is 0.5849, which are relatively high and problematic. Multiple regression is 
calculated (Appendix 16) with S2, S3 and S6 are excluded from the equation. The 
multicollinearity errors have been minimized. The final linear regression equation is: 
SO = 0.174478 S1 + 0.20483 S4 + 0.324744 S5 + 1.098154 
This equation assumes satisfaction with different dimensions (S1, S4, S5) have different 
weights and importance. S1, S4 and S5 have scores ranging from 1 to 5 points. Therefore, the 
possible range of score for SO will be from 1.802206 to 4.618414. New satisfaction values 
for all respondents are calculated using the above linear equation. Another set of categorical 




Patient Participation and Satisfaction 
Patient Participation Knowledge 
H1 (1): There is no relationship between level of patient participation knowledge and 
level of patient satisfaction. 
A two-tailed chi-square test is used to determine whether or not we can reject the above 
null hypothesis. Cross-tabulation cells have been collapsed and compressed so as to eliminate 
the chi-square error of having frequencies less than 5 in the cells (Appendix 18). As in Table 
28, the Pearson chi-square value is 4.798, with 6 degrees of freedom. From the statistical 
table (Appendix 19), if d.f. = 6 and p=0.05, critical chi-square is 12.592. If the calculated 
value of the test statistic is greater than the critical value of test statistic, the null hypothesis 
should be rejected (Grimm & Wozniak 1990). The null hypothesis therefore cannot be 
rejected. There is no relationship between the level of patient participation knowledge and 
the level of satisfaction. 
TABLE 28 
CHI-SQUARE TESTS 




Value df (2-sided) 
Pearson T Z Z ^ I „ � 
Chi-square '^^ ^^ ® .570 
Likelihood Ratio 4.659 6 .588 
Linear-by-Linear ^^ ^ , ^^„ 
^ . / .194 1 .660 
Association 
n of Valid Cases 200 
a. 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.5 
� 
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Patient Participation Use 
H1 (2): There is no relationship between level of patient participation use and level of 
patient satisfaction. 
Again, chi-square test is carried out and the cross-tabulation is shown in Appendix 20. 
Cross-tabulation cells have been collapsed and compressed so as to eliminate the chi-square 
error of having frequencies less than 5. As shown in Table 29. The Pearson chi-square is 
14.885, with 4 degrees of freedom. From the statistical table (Appendix 19), if d.f. = 4 and 
p=0.05, critical chi-square is 9.488. In this case, the null hypothesis is rejected and one may 
conclude that there is a relationship between the level of patient participation use and the 
level of satisfaction. 
TABLE 29 
CHI-SQAURE TESTS 




Value df (2-sided) 
Pearson 77T7Z^ ！ ITT" 
Chi-square 14.885 4 .005 
Likelihood Ratio 12.876 4 .012 
Linear-by-Linear 
Association 3.475 1 -062 
n of Valid Cases 200 
3- 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.01. 
Correlation Studies 
As a supplement to the hypothesis test above, Pearson correlation coefficients are 
calculated, as shown in Table 30 below. Continuous satisfaction scores values (1.802206-
4.618414) are used here for analysis instead of the categorical satisfaction scores. There is a 
weak positive correlation between level of patient participation knowledge and level of 
satisfaction (r= 0.117，p <0.001). However, the coefficient between patient participation use 
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and satisfaction is too small to be significant (0.001). Consistent with intuition, there is a high 
positive correlation between patient participation knowledge and patient participation use 
(r=0.422, p=0.01). 
TABLE 30 
PEARSON CORRELATION COEFFICffiNTS 
(PATffiNT PARTICn>ATION AND SATISFACTION) 
Descriptive Statistics 
— 
Mean Deviation n 
Participation ~ ~ ^ 
(knowledge) 丄，丄 ^ '^ ^uu 
(Pufj)e_M 33 1 02 200 
Satisfaction 4 J 4 ^ 200 
Correlations 
Participation Participation 
(knowledge) (use) Satisfaction 
Pearson Participation ~ 
Correlation (knowledge) 丨。。。 -^ ^^ " ‘ “ 
二 — i o n .422- 1.000 .021 
Satisfaction .117 .021 1.000 
^ P 3 ^ c _ o n ~ ~ 
(2-tailed) (knowledge) uuu . iuu 
( = ) — .000 .766 
Satisfaction .100 .766 
n Participation ^«« �� �� 
(knowledge) ^00 200 200 
(P=i)c_on 200 200 200 
Satisfaction 200 2 ^ 200 
**• Correlation is significant at the 0.01 level (2-tailed). 
Demographic Variables and Participation 
H2 : There is no relationship between demographic variables and level of patient 
participation. 
There are six demographic variables, namely sex, age, education, occupation, 
monthly household income and housing, and two participation variables, participation 
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knowledge and use. Again, cross-tabulations are produced and chi-square tests are calculated. 
However, valid chi-square test can only be performed with demographic variables, age and 
sex. For others, since there are too many cells (items) with frequencies less than 5, so the test 
is not reliable. On the other hand, it may not be feasible to collapse cells, as it will delete and 
merge some nonmetric categories which is not our original research purpose, e.g. it will 
reduce the numbers of items in the occupation category. Therefore, we will only summarize 
the results in Appendix 21 without further testing. 
As shown in Table 31, the Pearson chi-square (participation knowledge and sex) is 
0.297, with 2 degrees of freedom. From the statistical table (Appendix 19), if d.f. = 2 and 
p=0.05, critical chi-square is 5.991. The null hypothesis therefore cannot be rejected In table 
32, the Pearson chi-square (participation use and sex) is 0.749, with 1 degree of freedom. If 
d.f=l and p=0.05, critical chi-square is 3.841. Similarily, the null hypothesis cannot be 
rejected. The details of cross-tabulations are summarized in Appendix 21. Therefore, one 
may conclude that there is no relationship between the level of patient participation 








Value df (2-sided) 
Pearson ™ 3 T “ ~ ™ 
Chi-Square 视 ^ 啦 
Likelihood Ratio .296 2 .862 
Linear-by-Linear 
Association 
n of Valid Cases 200 
a. 0 cells (.0%) have expected count less than 5. 
The minimum expected count is 17.63. 
TABLE 32 
CHI-SQUARE TESTS 
(PATEENT PARTICEPATION USE AND SEX) 
Chi~Square Tests 
Asymp. Exact Exact 
Sig. Sig. Sig. 
Value df (2-sided) (2-sided) (1-sided) 
Pearson � " b “ ~ “ ~ 
Chi-Square "^ ^^  1 387 
Continuity ^^ ^ ^ ,„^ 
Correction^ 479 1 • • 
Likelihood Ratio .757 1 .384 
Fisher's Exact ,。， �� 
Test .487 .245 
Linear-by-Linear 
Association ^^^ 1 "^ ®® 
n of Valid Cases 200 
a. Computed only for a 2x2 table 
b. 0 cells (.0%) have expected count less than 5. The minimum expected 
count is 18.49. 
Table 33 and 34 summarize the chi-square test results between patient participation 
(knowledge and use) and age. The Pearson chi-square (participation knowledge and age) is 
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2.219, with 6 degrees of freedom. From the statistical table (Appendix 19), if d.f. = 6 and 
p=0.05, critical chi-square is 12.59. Again, the null hypothesis cannot be rejected Similarly, 
in table 34，the Pearson chi-square (participation use and age) is 3.495, with 3 degree of 
freedom. If d.f=3 and p=0.05, critical chi-square is 7.815. Again, as the test statistics value is 
smaller than the critical value, the null hypothesis cannot be rejected. There is no relationship 
between the level of patient participation (knowledge and use) and age. The hypothesis test 








Value df (2-sided) 
Pearson T 7 3 " I T Z T 
Chi-square 2.129 6 .907 
Likelihood Ratio 2.088 6 .911 
Linear-by-Linear 
Association 768 1 .381 
n of Valid Cases 200 
^ ^ H H M V M H M H M M l l H H ^ ^ ^ H H ^ H ^ M H H I M H H a H E : i T . ' n i B H ^ H H ^ ^ H ^ ^ ^ H H H H ^ H i ^ B ^ H n M H l M U * W M H B H H I i i H a 
a. 0 cells (0%) have expected count less than 5. 








Value df (2-sided) 
Pearson „ ,^a ~ • � 
Chi-square 3.495 3 .321 
Likelihood Ratio 3.959 3 .266 
Linear-by-Linear „ ,^ ^ ^ , ,^ 
Association 2.460 1 .117 
n of Valid Cases 200 
3- 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.15. 
TABLE 35 
SUMMARY OF CHI-SQAURE TESTS 
(PATffiNT PARTICIPATION, AGE AND SEX) 
Variables Calculation Comparison Results 
Calculated d.f. Critical P value Reject Null 
Chi-Square —Chi-Square Hypothesis? 
Sex-Participation Knowledge~" ^297 2 —15.991 P=0.05 Cannot reject 
Sex-Participation Use 0.749 1 |3.841 P=0.05 Cannot reject 
Age-Participation Knowledge 2.129 6 12.59 P=0.05 Cannot reject 




The business objective is to help the health care manager to increase both patient 
participation and patient satisfaction. In this chapter, recommendations are presented with 
reference to the data findings given in the previous chapter. 
Patient Participation 
Relationship 
The patient - health care professional relationship can be established on a humane and 
passionate basis. The front line health care professionals play a very critical role in delivering 
warm and good service to patients. This depends on their interpersonal skills, training and 
guidelines. Health care managers can offer interpersonal training workshops for doctors and 
nurses to equip them with skills to treat patients as individuals, simply by directly greeting 
them with their names, and explaining information proactively. 
Narrowing ofInformation. Knowledge and Competence Gap 
Information Sharing and Decision Making 
A general paradigm shift is required to reposition the patient as the center ofhealth care 
services. Doctors play the primary role in involving patients in the treatment and caring 
process. Doctors are responsible for disseminating the medical information to their patients 
in a comprehensible language. While a patient may want medical information, he / she may 
feel helpless or lack confidence and hesitate to voice his / her questions and concerns. From 
our survey, only half of the respondents asked questions actively. It is obvious that sometimes 
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a patient does not acquire enough to ask questions; he / she just does not know what to ask at 
all. Again, health care managers should help doctors to develop better interpersonal skills. 
Health care manager can also consider empowering the patients by providing more 
information and educational resources so that they know more so as to ask questions 
concerning their illnesses. One method is to prepare pamphlets for specific illnesses and give 
them to patients when they visit their doctors. For example, a patient with diabetes will 
receive a pamphlet about the basic facts of diabetes when he / she is waiting to see the doctor. 
This is extremely useful, especially for chronic diseases for which patients need to visit their 
doctors from time to time. Small exhibitions and video programmes can be organized within 
the hospitals' public areas. This will help to promote the concept of self-help medical care as 
well, in which patients learn to take care of their own bodies and health. 
Researchers have tried to find ways to help patients overcome the “passive patients" 
role and to become more knowledgeable and active participants in their own care (Allshouse 
1993). Greenfield, Kaplan and Ware (1988) studied the effects of giving patients with peptic 
ulcers short sessions, prior to each visit with the doctor, to review their medical records and 
encourage them to use the information to negotiate medical decisions. They found that 
patients with sessions were twice as effective in eliciting information from doctors, and 
reported significantly fewer functional limitations as a result of their disease than did the 
control group. 
Eisenthal, Emery, Lazare and Udin (1979) suggested the "negotiated approach" to 
encourage patients to be more assertive. They assumed that patients have their own ideas 
about the nature, causes, severity, and consequences of their illnesses and expectations 
towards doctors. Doctors should encourage patients to voice out these views and expectations. 
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Eisenthal et al. (1983) have found that use of a "negotiated approach" correlates positively 
with patients' satisfaction with care, sense of feeling better and their adherence to medical 
and treatment recommendations. 
Opening Channels of Communication 
From our studies, patients will not spend much time searching for information about 
hospitals and will most likely eventually visit the same hospital (86%) if they are sick again. 
Hospital structures and systems limit patients' access to technical medical information and 
they have to repeat themselves to each new doctor involved in their care. Under the Hospital 
Authority system, patients wishing to access their own medical information must fill in a 
request form, pass it to the information officer, and then selective medical records will be 
released within thirty days. In the United States, some hospitals are experimenting with an 
"open-record" policy, allowing patients to read and write in their own charts to enhance the 
communication between doctors and patients. Of course, some medical jargon and 
terminology used in medical records may still be incomprehensible to patients and require 
further explanation. 
Role ofNurse 
In our findings, nurses got better scores on interpersonal attitude of care and information 
disclosure than did doctors. Obviously, nurses can play a very important role in promoting 
patient participation. Traditionally, nursing training focuses both on medical skills and patient 
relationship skills (Bradshaw 1996). Participation can also extend to patients' friends and 
relatives. Nurses can serve as the bridge between the medical community, i.e., hospital, 
doctors, and patients and their friends and relatives. Sometimes, patients may be afraid to ask 
doctors questions, and therefore tum to the nurses. Health care managers should therefore 
provide interpersonal skills training to nurses to reaffirm the role of nurses in encouraging 
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patient participation. 
Engage in Physical and Intellectual Activities 
Promotion ofPatients' Charter and Patient Resources 
Pamphlets about the Patients' Charter and patient resources should be given to 
patients on the first day of their admission into the hospital. The promotion of Patients' 
Charter should be more focused on the contents and details of patients' rights and 
responsibilities, as few respondents could really list out the details, based upon the results of 
this survey. TVs and pamphlets in hospitals will be the best promotion media channels, as 
66% of respondents had learned about the Patients' Charter from TV, and 48% from hospital 
pamphlets. 
Medical social workers (MSW) and volunteers are the most well-known patient 
resources. Health care managers could rely on them to publicize other patient resources in 
their hospitals. For example, pamphlets about patient resources and Patients' Charter can be 
put outside the medical social workers' offices. 
Complaint Channels 
Frankly speaking, the complaint system of the Hospital Authority is both comprehensive 
and systematic (Appendix 5). Hospital Authority needs to publicize that patients can easily 
approach their complaint system with the Patient Relations Officer as the critical point of 
contact. Also, the awareness level of other professional bodies is high because of their 
independent and professional nature. Hospital Authority should keep close contact with the 
Consumer Council, HK Medical Association, HK Medical Council, and news media for 
complaint referrals. At the same time, Hospital Authority can invite patient representatives or 
patient action groups to be members of the Patient and Community Relations Committee and 
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Public Complaint Committee to improve the accountability of these complaint channels. 
Patient Satisfaction 
Comparison and Benchmarking 
The same questionnaire, completed by patients from different hospitals, will most likely 
yield different results. It leaves room for fiirther improvement to increase the level of patient 
satisfaction. Health care managers can identify which aspects of health care services need 
improvement, as well as the priority items. Chart 5 presents the survey findings relating to 
level of satisfaction for the four different hospitals (the data is kept anonymous). Table 36 
highlights the items that particular hospital gets lower satisfaction scores compared with 
other hospitals with reference to Chart 5. The lowest scores are highlighted here. For 
example, Hospital 1 needs to improve on waiting time-admission, facilities of wheelchairs, 
interpersonal-doctors, time spent by doctors, information disclosed by doctors and nurses, 
and outcomes-pain relieval. Hospital 2 needs to improve on waiting time-pharmacy, 
cleanliness of lobby, facilities of bed, facilities of linen supplies, meals-food quality, meals-
time, and outcomes-pain relieval. Hospital 3 can focus at improving waiting time-shroff, 
cleanliness of shroff, facilities of wheelchairs, visiting hours, organization, outcomes-cure 
disease, outcomes-restore functions. Finally^ hospital 4 should focus at improving waiting 
time-pharmacy, cleanliness of lobby, cleanliness of wards, facilities-room, facilities of 
wheelchairs, and finally interpersonal-nurses. Yet, with the limitation of time, the researcher 
has not worked in-depth to test the statistical differences amongst four sets of data. 
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TABLE 36 
SUMMARY OF HOSPITALS' POTENTIAL ASPECT FOR EVCPROVEMENT 
Hospitals Areas for improvements-items with lowest scores compared with other hospitals 
Hospital 1 (1) Waiting time-admission, (10) Facilities ofWheelchairs, (14) Interpersonal-
Doctors, (16) Time-Doctors, (17) Information-Doctors, (18) Information Nurses, 
(20) Outcomes-Pain Relieval, (23) General.  
Hospital 2 (2) Waiting time-pharmacy, (4) Cleanliness oflobby, (8) Facilities ofBed, (9) 
Facilities ofLinen Supplies, (11) Meals-food quality, (12) Meals-time, (20) 
Outcomes-Pain Relieval,  
Hospital 3 (3) Waiting time-ShrofF, (6) Cleanliness of Shroff, (10) Facilities of 
Wheelchairs, (13) Visiting hours, (19) Organization, (21) Outcomes-Cure 
disease, (22) Outcomes-Restore fijnctions  
Hospital 4 (2) Waiting time-pharmacy, (4) Cleanliness oflobby, (5) Cleanliness ofWards, 
(7) Facilities-Room, (10) Facilities ofWheelchairs, (15) Interpersonal-Nurses 
Health care managers should actively conduct patient satisfaction surveys so as to gather 
regular data from patients to derive benchmarks and statistical tolerance levels. Since the 
response rate of voluntarily self-administered questionnaires is very low, health care 
managers should invite staff members and / or volunteers to conduct surveys from time to 
time to monitor the satisfaction level. 
Theoretical Framework Revisited 
The patient satisfaction model was mentioned in the introduction. Health care managers 
can intervene in the patient satisfaction evaluation process by managing two components, the 
stimuli and the patients' health care expectations. 
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CHART 5 
HOSPITALS SATISFACTION MEANS COMPARISON 
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Participation: Modify Patients' Expectations 
Although this study found the correlation between patient participation and patient 
satisfaction to be very weak, other research has found that the two variables are strongly 
correlated. Schulman (1979) found that hypertensive patients who participated actively in 
decision making and treatment assumed greater responsibility for their own care, used health 
resources more effectively and were able to control their blood pressure, which led to better 
clinical outcomes (Allshouse 1993). In this regard, health care managers should encourage 
patients to participate actively in their treatment process to result in better clinical outcomes. 
Indeed, through participation, patients will have a better understanding of the treatment 
process on an individual level. Patients' health care expectations will be more reasonable, 
which will directly influence their satisfaction levels. 
Patients as High-Involvement Customers 
Health care managers should involve patients in the consumption process. For 
example, patients can have more selections in meals and food so that they feel that they are 
involved in the consumption process. Health care managers can work out tangible measures 
for intangible services and invite the patients to decide on the tangible measures. For 
example, the patient may consider his / her waiting time in the General Out-Patient Unit to be 
too long. Health care managers can quantify the average waiting time so that the waiting time 
becomes a tangible aspect of service. Health care managers can disclose the waiting time 
(peak period and non-peak period) to patients so they can have a choice to visit the doctor 
during the peak time, when they have to wait longer, or during non-peak times when they do 
not need to wait as long. 
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Modify the Stimuli 
Health care services have been characterized by fluctuating and unexpected demands. 
Most people become impatient when they have urgent needs, especially in the Accident and 
Emergency Unit. The psychological state of the patient will strongly affect his / her 
perception of service. Responsive customer service is more difficult to obtain when the needs 
of the customers have to be urgently met. Health care managers can raise the level of patient 
satisfaction by accommodating the urgent and fluctuating demands through either the 
reallocation of resources and manpower (change stimulus) or modification of patients, 
expectations (e.g., explanation of service quality). Effective resources and staff reinforcement 
during peak hours can smooth out the operation and avoid the long queuing phenomenon. 
However, disasters and accidents are sometimes unpredictable. Hospital Authority should 
continue to educate the public (e.g., modify patients' expectations) about the proper use of 
the Accident and Emergency Unit so as to increase accessibility for the patients with urgent 
needs. 
Health care managers could rework the layout and facilities of the hospital (i.e., modify 
the stimuli) to create an open, warm and cozy environment, instead of the typically 
mechanical and systematic floor plan, so that patients feel less nervous when waiting to 
receive treatment. 
Quality 
Zeithaml, Parasuraman and Berry (1990) identified five principal dimensions of 
service that customers use to judge service quality: tangible, reliability, responsiveness, 
assurance and empathy. Similar to the patient satisfaction model, the tip for health care 
managers is to match the perceived service quality with the expected service quality. The 
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Zeithaml et al. (1990) model is similar to the patient satisfaction model where the health care 
manager can manipulate the patients' expectations to increase satisfaction level. Health care 
managers can judge their service using the above dimensions and decide which aspects need 
to be improved. 
Customer Chain 
Malley (1997) describes the patient as being left inside a patient's box, surrounded 
by different stakeholders, health care professionals and administrative staff. Malley wants to 
emphasize the importance of viewing health care service consumption as a continuous 
process, starting when the patient feels sick enough to enter the hospital, and ending when 
the patient recovers and leaves the hospital. The patient may meet many hospital staff 
members directly or indirectly, such as the admissions staff, doctors and nurses, ancillary 
services staff, discharge planners, insurance company, shroff, etc. They form a continuous 
consumption chain, and, if one component goes wrong, the general satisfaction level will be 
affected. In this regard, the health care manager should always look at patient satisfaction 
from a broader view. Health care managers may need to implement some internal marketing 
programs to remind their staff members to coordinate together for better service. A team 
approach should be encouraged, with coordinated effort from all health care professionals 




The objectives ofthis project are to understand the existing level of patient participation 
and satisfaction in hospitals and suggest ways to improve them. Current levels of patient 
participation and satisfaction are presented. Chi-square tests show that there is no 
relationship between patient participation knowledge and satisfaction but relationship but 
there is relationship between patient participation use and satisfaction. Yet, in the correlation 
studies, there is a weak positive correlation between patient participation knowledge and 
satisfaction but the level of correlation between patient participation use and satisfaction is 
too small to be significant. 
Regarding the relationships between level of participation and demographic variables, 
chi-square tests shows that there is no relationship between patient participation (knowledge 
and use) and demographic variables (age and sex). Yet, insufficient frequencies in cross-
tabulation cells prohibit the researcher to use chi-square test on other demographic variables 
(education, housing, income and occupation). 
This survey originated from the perspective that conceptualizes the patient as the 
consumer of health care services. Ways to improve patient participation and satisfaction are 
recommended to health care managers. Since the management systems of hospitals are not 
the focus of this study, only major directions relating to how health care managers should 
leverage resources within their hospital systems are given. For example, using rewards and 
punishments within the human resources system can be a good method to encourage the 
69 
health care professionals to focus on patient satisfaction.^ 
The patient / professionals relationship is changing, and it is very important that 
professionals are equipped to handle these changes. They need to feel able to apply their 
skills wisely, using the knowledge and experience of the patient (Stocking 1997). The 
partnership with patients often requires change on both sides, implying that patients need to 
feel able to become involved and participate actively in the utilization ofhealth care services, 
personally or even publicly. Health care managers have to take initiatives to encourage 
patients to become actively involved and participative customers. The NHS executives 
proposed four overall objectives for a patient partnership strategy, which the Hospital 
Authority can incorporate into its future annual plans: 
- t o promote user involvement in their own care, as active partners with professionals 
- t o enable patients to become informed about their treatment and care and to make 
informed decisions and choices about it if they wish 
- t o contribute to the quality of health services by making them more responsive to the 
needs and preferences of users 
- t o ensure that users have knowledge, skills and support to enable them to influence NHS 
services policy and planning 
Limitations of the Study 
Hypothesis Testing 
The definitions of participation and satisfaction used here are arbitrary. There is no 
universal agreement on what they are exactly. The definitions and operationalization used 
1 The NHS now is experimenting using patient satisfaction scores to determine the bonus level ofthe general 
practitioners. 
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here have limited the scope of our findings. In order to test the hypotheses, variables have 
been reduced so as to simplify the statistical analysis. This may simplify the underlying 
complexity of the concepts. Also, the sample size is not large enough to generate statistically 
significant values to test the relationship between demographic variables and level of 
participation. An increase in sample size would be desirable. 
This study is triggered by the researcher's literature study on the United States' and 
Canadian health care systems. In both systems, there are evidences, which support a positive 
relationship between patient participation and patient satisfaction. Reasons of the failure to 
reject the null hypothesis is unknown. Some potential reasons may be: 
- s a m p l e size is too small to secure significant results 
- s u r v e y is not the best research method to test the above assumption 
- p a t i e n t s with more and longer hospitalization experience may support the assumption 
- p a t i e n t s do not have a clear concept of what participation is; questions on patient 
participation may not be clear enough to get the best picture. 
Reliability and Validity 
Reliability refers to the extent or ability to get the same result every time the same 
research is done (Malhatra 1996). It is partly connected to the sampling error. Ifthe samples 
are affected by the variance of the population, the reliability can be improved with large 
sample. The test-retest reliability can be measured by either administering another survey or 
performing split-half reliability test. From our survey data, the respondents are divided into 
two groups randomly and Cronbach's alpha coefficients are calculated. The alpha 
coefficients for satisfaction (Factor 1) is 0.6827, satisfaction (Factor 2) is 0.7375, 
participation knowledge (Factor 1) is 0.7491, and participation use (Factor 2) is 0.7453 
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respectively. Therefore, our study is internally reliable. 
Validity is the degree to which the research actually measure what is supposed to 
measure (Malhatra 1996). Can it be generalized to the whole population? From the Census 
data in Table 20, almost half of the HK population are clustered in New Territories (46.8%). 
Therefore, a stratified sampling method should be used to collect data, with reference to 
Hong Kong's population distribution pattem to increase the validity level. 
Quantitative Methodology 
The use of a quantitative approach limits the researcher from getting open, interactive 
and in-depth data from patients. The closed-ended questions also prohibit the possibility of 
unusual answers or new ideas. It may be more suitable and effective to carry out qualitative 
in-depth focus groups or longitudinal studies on the relationship between patient participation 
and satisfaction with medical outcomes. 
Scope of Study 
The researcher has been very ambitious to measure so many variables (103 
variables) within the limitations of time and resources. In-depth focused studies can be 
carried out in the future. For example, one can study the relationship of patient - doctor 
clinical / medical decision making process and patient satisfaction level or clinical outcomes. 
Or one can just focus on the differences in the patient - doctor relationship and the patient -
nurse relationship in information sharing. Or one can study the best ways and methods to 
encourage a patient to participate and change from a "passive patient" to an "active patient" 
mode. One may also wish to examine the quality of the Hospital Authority complaint 
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channels with the insights of Zeithaml's (1990) SERVQUAL scores. It may also worth to 
examine if there is any statistical difference amongst data collected from different hospitals 
separately. However, the researcher has left this topic untouched given the time limitation. 
Yet, with each hospital have sample sizes around 65, the sample sizes maybe too small to 
generate any significant results. Finally, It may be too ambitious to handle over 100 variables 
in such a short period of time, in which some variables are left untouched. There may exist 
correlations between hospital experience variables and patient satisfaction and participation 
which have not been the focus of this study.^ 
2 For example, using Pearson's coefficient, there is a weak positive correlation between length ofhospitalization 




MISSION STATEMENT OF HOSPITAL AUTHORITY 
(1) to meet the different needs of the patients for public hospital services, and to improve the 
hospital environment for the benefit of the patients 
(2) to project to the public at large an image of care, dedication, efficiency, value for money 
and partnership in the system, resulting in more direct accountability to the public 
(3) to provide rewarding, fair, and challenging employment to all its staff, in an environment 
conducive to attracting, motivating and retaining well-qualified staff 
(4) to advise the Government of the needs of the community for public hospital services and 
of the resources required to meet these needs, in order to provide adequate, efficient and 
effective public hospital services of the highest standards recognized internationally 
within the resources obtainable to collaborate with other agencies and bodies in the health 
care and related fields both locally and overseas to provide the greatest benefit to the local 
community 
Source: Hospital Authority (1994a) Hospital Authority Annual Plan 
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APPENDIX 2 
PATffiNTS' CHARTER (HOSPITAL AUTHORITY) 
Right to medical treatment 
1. The right to receive medical advice and treatment which fully meets the currently accepted 
standards of care and quality. 
Right to information 
2. The right to information about what health care services are available, and what charges 
are involved. 
3. The right to be given a clear description of your medical condition, with diagnosis, 
prognosis, and of the treatment proposed including common risks and appropriate 
alternatives. 
4. The right to know the names of any medication to be prescribed, and its normal actions 
and potential side-effects given your condition. 
5. The right ofaccess to medical information which relates to your condition and treatment. 
Right to choice 
6. The right to accept or refuse any medication, investigation or treatment, and to be 
informed of the likely consequences of doing so. 
7. The right to a second medical opinion. 
8. The right to choose whether or not to take part in medical research programmes. 
Right to privacy 
9. The right to have your privacy, dignity and religious and cultural beliefs respected. 
10. The right to have information relating to your medical condition kept confidential. 
Right to complain 
11. The right to make a complaint through channels provided for this purpose by the 
Hospital Authority, and to have any complaint dealt with promptly and fairly. 
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Responsibilities 
1. Give your health care providers as much information as you can about your present health, 
past illnesses, any allergies and any other relevant details. 
2. Follow the prescribed and agreed treatment plan, and conscientiously comply with the 
instructions given. 
3. Show consideration for the rights of other patients and health care providers, by following 
the hospital rules concerning patient conduct. 
4. Keep any appointments that you make, or notify the hospital or clinic as early as possible 
if you are unable to do so. 
5. Should not ask health care providers to provide incorrect information, receipts or 
certificates. 
6. Should not waste medical resources unnecessarily. 
Hospital Authority (1993) Your Introduction to the Patients’ Charter: Putting Patients First 
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T v p e s p f c o m p l a i n t a • 
I 4 . (a ) . C o m o l a i n t R a a a i n s t s t a f f ' s a t t i t : u d e / . a c M . o n 
I * • 
The conduct of staff, such as rudeness, deliberate 
unconcern, or failure to perform their, duties, 
(b) CgnipIaints about a d m i n i s t r a t i v e p r o c e d u r e s 
The inefficiency or ineffectiveness of KA's (its 
hospitals, clinics) actions and procedures as 
manifested by delays and/or inability to take action. 
( c ) A l l e c r a t 3 o n s o f n e c r l i g e n c e 
‘ S u s p e c t e d t n a l p r a c t i c e o r i n e f f i c i e n t m e d i c a l t r e a t m e n t i 
or care given. This type of complaints is usually . , 
very serious. It is strongly advised that the staff " 
involved should seek appropriate assistance from 丨  
his/her supervisors at hospital level, HAHO‘s Public ^ 
Coraplaints Officer (PCO) or legal adviser. Complaints ‘ 
‘ relating to the death of a patient should be norified : 
immediately to PCO in the HAHO. : 
» 1 • 
： : 1'^' 
Channel3 of complaints ‘ ； 
I • • 
5. A formal, complaint can be made by any merober of the 
public either verbally or in writing to : 
« I 
(a) Patief>t Relations Officer (PRO) in a hospital or j 
clinic? 丨 ‘、 
(b) Hospital Chief Executive (HCE) of a hospital; ,: 
,..- (： 
(c) Medical & Health Officer/Nursing Officer in charge of )^  
a niedicai institution; I 丨 ^ 1 I (d) Public Complaints Officers (PCOs) in the HAHO； j | 
(e) Secretary, Public Complaints Conauittee (PCC)； 
I • 
(f) Chief Executive (CE)； and 
(g) Authorities such as Secretary for Health & Welfare, 
Chief Secretary, Cormnissioner for Administrative -
, Complaints, OMLEGCO, Governor, 
j^ ‘ 
,1 6. Notices informing the patient of his/her right to 
complain and the channels of making complaints should be 
•j displayed conspicuously in public areas in all hospitals and 
〕 clinics for ths infornation of the patients and their relatives. 
i~ A sampis notice is at Appendix 1. The Public Affairs Division 
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pp j^^r^ t_p^_ i H t i i o n a O f f i c e r s (l^ROsJ, . • • 
7 Ail hosr>itals or polyclinics are required to designate 
a'^^ember of staff^to.perform the function o f a P a t i e n t H e l a t i o n s 
Officer. In designating such a person for this important roie^ 
it is iF.portant to identify someone who has good interpersonal 
skills, and has the right aptitude and attxtude to deal with 
users of our ssrvices. . 
8 outside the normal office hours of the Patient 
Relations Officer, the most senior ^nedical officef/rmrs+?^ 
officer on duty of that medical institut:ion at the tiKie will 
_a^ssume t -he r o l e of PRO. 
9. Hospitals or polyclinics should inform the HAHO their 
r designated PROs and report on any subsequent changes. 
： • i! 
•( 
•^qnfidisraa for haadlina complaints &t hospital level 
7 " " “ . , 二 
10 Very often complaints riay be queries, uncertaintiGS, \ 
o / auestions on certain aspects of the i ^ e d i c a l . or admxssion J 
procedures. The "coKiplainants" jr.ay be seeking clarifications on 
certain Drocedures only- Staff are therefore in a best positian ’丨 
to render their expertise advice to the complainants on t..a spot. j ‘ 
一 SoTue useful hints are in Appendix 2, '；； 
11. Where it becomes clear that the person wishes to make 、 
a formal complaint, the following procedures are applicable ： j 
：、 
(a) The PRO fills out a *Record of Complaint Forro‘ (as at : 
一 _ ? Appendix 3)； ‘ 丨 :.-;;::-¾¾ J 
• >；' 
(b) acknowledges the receipt of the complaint; '"| 
, I 
•！ (c) assists the coraplainant to resolve his problems or | 
彳 grievances； | 
‘ • ， I' 
(d) refers the complaint to an appropriate authority for | 
investigation (e,g. HCE of hospital or Medical & |; 
Kealth Officer/Nursing Officer in charge of the | 
medical institution) ； |. , f 
, (e) provides a draft reply for HCE's consideration. HCE | 
j will be responsible for sending the substantive reply , 
； to the complainant; and • 
(f) ensures that a substantive reply is made within a 
reasonabl.e period of time (please refer to 25(c) ). 
12. Complaints against named staff should be graded 
"Conf idential". Other coKiplaints should be given a security 
grading appropriate to their seriousness and sensitivity. -
s 
t ' ‘ ‘ ；. % 
k i 
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, - •^一 . - " " M ^ i _ ^ _ , ^ ^ , ^ I". 
I 一 •• ~ .—— ‘• - -~ ~*^  • 一 - "^ ^^ »^WW» 
.�••一 o 3 I : . • . 1 
- 4 -
13 If a ccK.plaint is substantiated after-an investigation,； •； 
th4 management should take appropriate actions : i 
• “ f ： 
(a) to rectify the deficient feituatiorn'on spot; and J 
(b). to inform PCO of t h e - r e m e d i a l action taken and a n y . J 
\ . territory-wide implications. . j 
舊 
14 An effective complaints system is affected by factors | 
such as independence, competence, decision making authority, | 
t i m L g , E f f e c t i v e comkunicat:ion and t h e right attitude t o w a r d s | 
the entire complaint case. - | 
P u b l i c C o m p l & i n t g Q g f i c e r a ( P C O s ) 1 
]5 The Senior Executive Managers and Executive Managers .！丨 
will be the designated Public Complaints Officers inHAKO. The , 
lcQs will report\。the Chief Executive through the Deputy 1 
Director (Medical Affairs). Staff compiaints on theorher hand . | 
will continue to be handled separately. by the Deputy Director p 
(Human Resources), | 
PT-Qcadi:^re3 f M h a n d l i n g ^ ^ m n l a i n t s &nd a p p ^ l p . _ ^ ^ ^ ^ ^ J ^ g J u _ ^ m ^ | 
16 The complaints Section of the Board and Committees | 
Division at the HAHO will co-ordinate all written complaints and f； 
= = s u b H i t t e d i t o t h e HAHO. A l l t h e i n i t � a = = a i n y � ' j 
reLrred to the hospitals for necessary xxiy^3X^^^^n^^ l^^^J^ \ 
copies of the replies should be sent to the PCOsfor ^nfor^atxon 
and r e c o r d p u r p o s e s . I f n e c e s s a r y , t h e PCOs w i l l l o o k i n t o r h e ‘ 
1 . problem areL L d make recommendations for improvement xn .hese . j 
'fl ^P a r e a s . '； 
:,.¾ . f' 
1 17 Appeal cases, on the other hand, are submitted to the j| 
S b l i c c o m p l a i n t s Conun i t t ee f o r c o n s i d e r a t i o n F o r a d m i n , s t r a t i v e 丨 
nonv^ni^nce all repeated cowplaints after the inxtxal 
S S S I t 2 J ^ G = ' v n : = n r e p ^ y g i v e n o n b e h a I f o r 二 厂 二 二 二 二 二 
of HCE o r CE a r e c o n s i d e r e d a s a p p e a l <=^^/^' ^ L ? ? S a c c o r d i n g 
I by a c o m p l a i n a n t should b e considered bir ^ne PCC accoraxng 
‘ t-o Appendix 4. 
P u b l i c c o m p l a i n t s ComF^T^-t:ee iVCC) 
19 The Public Complaints Committee lsestablished under i 
！ t h e S t a n d i ; r c o . - i t t e e cf t h e H o s p i t a l A u ^ = t ^ t c = ^ S = a g 
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19. The PCO is responsible for co-ordinating an • 
investigation of the. appeal and providing the findings and 
comments to the PCC, while the Secretary of PCC will draft the 
report and the reply for consideration by PCC-' | 
20. The decisions of PCC should norraally be regarded as | 
final within the Hospital Authority and should be conveyed to the 
aopGilant by the Secretary of PCC. | 
; “ i P a t i e n t 2s,nd c o n x m u n i t y R e l a t i o n s c o m m i t t e e | 
21. Th& Patient and Community Relations Conmiittee of the | 
, Hospital Authority will play a monitoring role and detect 
persistent trends‘in complaints relating to a certain hospital 
or s p e c i a l t y , which could indicate underlying probleros. ‘ 
‘ i 
22. Each hospital or polyclinic is responsible for j 丨 
j c o m p l e t i n g a monthly statistical r e t u r n of c o m p l a i n t s and 1 
h appreciation (as at Appendix 5) to Deputy Director (Pubiic 
Affairs) for this purpose. 
1 > • 
• ； 
C o m p l a i n t 3 v i a m e d i R , , 
23. The Nevrs Section of the Public .Affairs Division 1：, 
receives ail telephone complaints to HAHO,, complaints published 
in the press oraired over radio or television. 、 
24. A monthly statistical report of the telephone or press “( 
complaints should be prepared within the first week of each 
nionth. It should include complaints published in the press or '’ 
.aired during the month. Complaints published in the pressor ) 
三 radio/television should be made known to the PCOs on the saroe day ;; 
. . a s n e c e s s a r y . • g ： I 
4 . 
"I C o m m n i c a t i o n w i t h c o m p l a i n a n t s 
••] i ；.丨] 
;t 2 5 . (a ) L a n g u a g e 
'j: Written and verbal communications with complainants 
il should be in the language of the complainants as far 
“ as possible. 
-^  . 
(b) Acknowledaement 
i The receipt of a writt:en complaint should be ' 
i 1 acknov7ledged in writing, unless under special 
‘ circumstances whereby it is inappropriate or 
丨 1 undesirable to do so. 
‘_ • 
• f 2 
如<i r -； f 1 � 
r ) 
I i 
w M^ a WBimBMB8BBBB8M8BS^ BB8^ ^^ ^^ ^^ ^ 
»*®wo_|"•• ” _•••_ . 
- - - • 85 ：！ 
‘ i 
！ 
- 6 一 \ 
• : •• 、，.|. I 
(c)..只印1乂. • • i 
Tf th^ i n v e s t i g a t i o n cannot bs comp.leted within one 
- n S ： 》 1 二 & 二 = = 。 �f n a 二 二 二 ； 
. 3 ¾ : ¾ ^ ^ ^ ^ ^ ^ ^ ^ r c S p . s r - ^ . ? ^ 
the watter. The 工二日：二 工 t>e issued within 丨 
normally be。。讲^}:=。^^^^。of t h / complaint • It is 
S r e n t r r f t L t S l r7pTy'shouId be written in a cal. 
= g f and is factual . and objectlve Co丽e^^t of a 
subjective nature should best be avoided. 
(d) Priorities 
con^ Dlaints referred to the Authority by agencies such 
TsoilEGCO Should not automatically be given prxorxty 
ovefcoSlaints received direct from the public^ 
Staff should accord priority in accordance witn 二 
s e r i L . n e s s of the co:nplaint, the date of r-ce^pt and 
the adverse consequences of delay. The finalreply 
should contain all details necessary to s a t i y ^ J ^ 
S l a i n a n t that: the complainthasbeen【冗口^^乂口二二^ 
with (i.e. it should cover and address all the pomu_s 




26 To avoid unnecessary complaints and litigation, 
p';ventivemeasures are iK^portant. Some notes cn prevenx:.ve 
measures : 
(a) Give a careful explanation at an early stage to avoid 
adverse comments and speculation. 
(b) Maintain a sincere and helpful attitude to patients 
and their relatives. • 
(c) Avoid loose conversation with staff concerning patient 
management or policy matters in the waiting area or 
• Gpen space. 
(d) Avoid TTiaking any criticisms of colleagues in front pf 
patients or their relatives. All too often a casuai 
remark is niisunderstood and leads to a claim or 
complaint.,. 
•tt»»j>WBwwi—=ifcgBasMS—CTifla__ii>M...<iwiaMiaiww—»tw>K>>-wMi_M i _ _ _ i i j f t i m M B f l r t M t ^ n a C T « l l ^ — g w r T f g — a r ^ f f m T t M ^ T f p ^ ^ M M C T ^ ^ M r m n r ^ T r ~ ^ ^ ^ ~ ^ ‘ _ —— . • - , 
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Application of the procedures 
27. •’ These procedures should be followed'as far as possible. 
However, if there are special circumstances where their 
application would result in delay in dealing effectively with a 
coniplaint, staff may exercise their discretion. 
28. Any enquiries about this circular should be directed 
to Mrs Catherine Lau, Secretary, PCC at 805 674B. 
I • 
^ ^ ^ ^ 6 ^ 1 w \ � k J i oJ<xj^ 
(Mrs Catherine Lau ) 


















IF YdU KAVE ANY ENQUIRIES OR COMPLAINTS ABOUT THE SERVICE 
I PROVIDED IN THIS HOSPITAL YOU SHOULD . CONTACT • THE PATIENT 
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• • . Append.lx 2 
» ‘ 
Some Useful Klnts on. How Best customer service Can Be Achieved 
•/ • 
•• * ' . 
1. Try to resolve problems/complaints/enquiries on the spot as 
far as possible. 
2. In iaost cases, "complaints" are actually "enquiries"- If 
a caring attitude is adopted, the patients may only have 
enquiries, and no complaints. 
3 • Try to provide factual and clear answers and avoid 
) speculations. 
4. Adopt a sincere, helpful and sympathetic attitude. 
5. Avoid raaklng subjective comments on colleagues‘ characters 
and course of actions. 
6. Try tp remain calm and poU,te even when dealing with very 
difficult situations, 
7. Always bear in mind that when dealing with the public, 
courtesy is important. 
> 8. Acknowledge receipt of coTnplaints/enguiries as soon as 
: practicable and specify timing of investigation and 






Location : Time : No : 
Dear Sir/ Madam, 
I am an MBA student studying at The Chinese University ofHong Kong. This is a survey to understand the relationship between 
patients' participation and patients' satisfaction. Your information and answers will be kept highly confidential and for academic 
use only. This project is supervised by Professor Julie Yu at Department ofMarketing, The Chinese University ofHong Kong. 
This is a self-administered questionnaire, please tick ^ in the box. 
Patient Satisfaction 
Accessibility 
1. Are you satisfied with your waiting time? How long have you waited? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied Minutes 
Admission • • • • • 
Pharmacy • • • • [ 
Shroff • • • • • 
2. Are you satisfied with the cleanliness ofthe environment? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Lobby • • • • • 
Wards n • • • • 
Shroff • • • • • 
3. Are you satisfied with the facilities? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Room • n • n • 
Bed • • • • • • 
Linen supplies • • • • | | 
Wheelchairs/stretchers 口 口 口 口 口 
4. Are you satisfied with the meals? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Food quality • • • • • 
Mealtime • • • • • 
5. Are you satisfied with the visiting hours? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
n • • • n 
Process of Care 
6. Are you satisfied with the interpersonal and attitude aspect ofcare? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Doctors • • n • • 
Nurses • • • • • 
7. Are you satisfied with the time spent by the doctor with you? 
Vety No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
• • • • n 
8. Are you satisfied with the information that the stafifprovided to you? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Doctors • • • n • 
Nurses • • • • • 
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9. Are you satisfied with the organization ofcare, like scheduling and administration practices? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Outcomes of care 
10. Are you satisfied with the outcomes of services? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
Reliefofpain • • • • I 
Cure ofdisease • • • • [ 
Restoration offunction [ • • [ • 
11. In general, are you satisfied with the health care services that you have received during this stay? 
Very No Very 
Satisfied Satisfied Opinion Dissatisfied Dissatisfied 
n • n • • 
Patient Participation 
12. How much time did you spend to look for information about your illness and this hospital before you were admitted? 
0 days 1-2 days 2 ~4 days 4 - 6 days 6 days + 
Information about illness • • • • | 
Information about hospital • • • • [ 
13. Do you know the names ofyour health care professionals? 
Yes No 
Doctor-in-charge • • 
Nurse-in-charge on shift 口 • 
14. Did you ever ask any health care professional about the details ofyour treatment process, like side-effects? 
Yes No 
Doctors • • 
Nurses 口 • 
15. Were you given a clear explanation of: 
Yes No 
Your medical condition and diagnosis • • 
Side-efifects ofyour treatment process • • 
Price ofmedical services • • 
Price ofspecial medical equipment 口 • 
16. Were you involved in the decision-making process with the health care professionals on your treatment and medication plan? 
Yes No 
• • 
17. Do you know there are a number ofpatient resources in this hospital, and have you used them? 
Know Don't know Use Don't use 
Patient Resources Center • • • • 
Medical Social Workers • • • • 
Self-help support group 口 口 • • 
Volunteer service • 口 口 • 
Information computer 口 口 • • 
HA Hot-line • • • • 
Complaint channels 口 • • • 
Patients' Charter (IfYes ^ Q16, No ^Q18) • • • • 
18. Through which channels you have heard about Patients' Charter? 
Yes No 
TV • • 
Newspapers / Magazines 口 • 
Radio • • 
Pamphlets in hospital 口 • 
Doctors / Nurses 口 口 
Patient Resources Center 口 口 
Friends 口 口 
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19. Please name all the patients' rights that you are aware of: 
20. Please name all the patients' responsibilities that you are aware of: 
21. There are a number ofcomplaint channels in this hospital, do you know about them? Have you used then? 
Know Don't know Use Don'tuse 
Patient Relations Officer • • • • 
Patient & Community Relations Committee • • • • 
Public Complaints Committee • • • • 
HK Medical Association • • • • 
HK Medical Council • • • • 
Consumer Council • • • • 
Legislative Council Members • • • • 
Newspaper /Press • • • • 
22. Have you ever expressed your opinion on the Hospital Authority annual plan? 
Yes No • • 
23. Have you ever filled in a patient satisfaction questionnaire? 
Yes No 
• • 
24. Ifyou are sick again, would you consider 
Yes No 
Visiting the same hospital again? • • 
Visiting the same doctor again? • • 
Patient Particulars 
Sex • Male 
• Female 
Age • 15-25 
• 2640 
• 41-60 
• Over 60 




Occupation • Professional 
• Clerical & service worker 




Monthly household • less than $10,000 
income level 口 $ 10,000 ~ $ 15,000 
• $15,001-$25,000 
• $25,001 � $ 35,000 
• Over $35,000 
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Housing • Public housing estate 
• Home Ownership Scheme 
• Private (Rental) 
• Private (Purchase) 
• Village 
• Others 
Specialty consulted 口 Medicine 口 Surgery 口 General Out-patient 
• Pediatric • Occupational Therapy • Radiotherapy & Oncology 
• Eye • Ear Nose & Throat 口 Accident & Emergency 
• Skin • Others 
Length of stay day (s) 
Have you ever been admitted to this hospital before? 口 Yes • No 















非常滿意滿意 無意見 不滿意 非常不滿意分鐘 
等候入院 • • • • • 
等候配藥 • • • • • 
等候付款 • • • • • — 
2)你是否滿意這裡環境的淸潔雖？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
大堂 • • • • • 
病房 • • • • • 
等候付款 • • • • • 
3)你是否滿意這裡的設施？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
房間 • • • • • 
病床 • • • • • 
床單被褥 • • • • • 
輪椅擔架 • • • • • 
4)你是否滿意這裡的驗？ 
非常滿意滿意 無意見 不滿意 #一常不滿意 
食物質素 • • • • • 
進餐時間 • • • • • 
5)你是否滿意這裡的探病時間？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
• • • • • 
醫療過程 
6)你是否滿意醫護人員的服務態]^人際關係技巧？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
醫生 • • • • • 
護士 • • • • • 
7)你是否滿意醫生_診症所用的時間？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
• • • • • 
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8)你是否滿意醫護人員所—的資料？ 
非常滿意滿意 無意見 不滿意 非常不滿意 
醫生 • • • • • 
護士 • • • • • 
9)你是否滿意這裡的制度，如手術編排，編制或行政慣侈5? 
非常滿意滿意 無意見 不滿意 非常不滿意 
• • • • • 
結果 
10)你是否滿意服務的結果？ 
非常滿意滿意 無意見 不滿意 #_常不滿意 
消除痛楚 • • • • • 
治癒疾病 • • • • • 
恢復機能 • • • • • 
11)總括而言，你是否滿意所接受的醫療服務？ 
非常滿意滿意 無意見 不滿意 非常不滿意意 
• • • • • 
病人的參與 
12)在入院前，你花了多少時間去了解自己的病況及搜集有關這間醫院的資料？ 
0天 1-2天 2-4天 4-6天 6天以上 
了解自己的病況 • • • • • 
搜集有關這間醫院的資料• • • • • 
13)你是否知道替你診症的爾專業人士的名稱？ 
知道 不知道 
負責醫生 • • 
負責的輪班護士 • • 
14)你有否向醫護專業人士查問過有關治療過程的細節，如副作用？ 
有 沒有 
醫生 • • 
護士 • • 
15)曾否有人淸楚告矢喊解釋以下各項： 
有 沒有 
閤下的病況及治療方法 • • 
治療過程中產生的副作用• • 
醫療服務的一般費用 • • 
使用特別醫療器材的費用• • 
16)你是否和_專業人士一同就你的治療及藥物服用作出決定？ 
有 沒有 • • 
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17)你是否知道下列的病人資源？你又曾否使用過這些服務：^^施？ 
知道 不知道 使用過未曾使用過 
病人資源中心 • • • • 
醫院社工 • • • n 
病人互助小組 • • • • 
義工服務 • • • n 
電腦資訊 • • • • 
醫管局資訊熱線 • • • • 
投 訴 鏈 • • • • 




電視 • • 
報紙/雜誌 • • 
電台 • • 
醫院的小®^ • • 
醫生/護士 • • 
病人資源中心 • • 




知道 不知道 使用過未曾使用過 
病人關係主任 • • • • 
病人及公共關搬員會 • • • • 
公開投訴委員會 • • • • 
香港醫學會 • • • • 
醫務委員會 • • • • 
消費者委員會 • • • • 
立法局議員 • • • • 
報紙/新聞報刊 • • • • 
22)你有否對醫院管理局的週年計劃書發表意見？ 
有 沒有 • • 
23)你有否塡寫過贿病人滿意程度調查問卷？ 




再次使用本醫院的服務 • • 
再次找同一醫生診冶 • • 
病人的個人髓 “ “ 
性別 • 男 • 女 
年齢 • 15-25歲 • 26-40歲 • 41-60歲 • 60歲以上 
學歷 •未受過教育 •小學程度 •中學程度 •大專以上 
職業 •專業人士 •文職碰務人員 •藍領 •學生 
•主婦 •其他 
每月家庭收入• < $ 10,000 • $ 10,000 - $ 15,000 • $ 15,001 - $ 25,000 
• $ 25,001 -$ 35,000 • $ 35,000 以上 
住屋 •公共房屋 •居屋 •鄕村 •私人屋苑(租用)口私人薩(自置） 
•其他 
專科診症 •內科 •外科 • 一般門診•兒科 • 二十四小時急症服務 








APPROVAL LETTTER TO PATffiNT RELATIONS OFFICER 
Rax 
To: Patient Relations Officer From: Eugene Lo- Chinese University of Hong Kong 
Fax: Pages: 7 
Phone: Date: 
Re: Request permission for conducting research CC: 
0 Urgent • For Review • Please Comment Ef Please Reply • Please Recycle 
DearXXX 
As per our tele-conversation, I have attached some information about my research for your information. I am 
currently studying M.B.A. degree in The Chinese University of Hong Kong and would like to request permission to 
conduct a questionnaire survey in your hospital. 
Basic backgroundThe MBA final project is part of the requirement of MBA degree, in which a lecturer from the 
Facufty of Business (Dr. Julie Yu ) will supervise the progress and quality of the project. The final report will be 
released in Eariy May, 1998. 
Request In order to complete my MBA project titled "Relationship between patient participation and patient 
satisfaction" from a consumer marketing perspective, I would like to do a quantitative survey, with sample size 
around 150-200 from 3~4 hospitals. In that case, I hope I can conduct the self-administered questionnaire survey 
on site by myself, using probably 2 moming, 1 aftemoon and 1 evening session within March 98 to compile around 
60 questionnaires in your hospital where I will not disturb the working environment ofyour hospital staffe. 
1 have attached some further information for your reference, including a brief description of this research, the 
questionnaire (in Chinese) for your reference. 
Should you need further information, please feel free to contact me at mobile 9306-0797.1 would like to discuss 
with you in detail. 
Thanks for your attention!!! 
Yours truly, 
Eugene Lo - MBA Class 1998- Chinese University of Hong Kong 
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e & S ^ 香 港 中 文 大 學 工 商 管 理 碩 士 課 程 
Shatin - N.T.- HONG KONG Tel: (852) 2609-7783 Fax : (852) 2603-6289 
MBA Final Year Project 
Title : "Relationship between patient participation and patients satisfaction in receiving health care services 
Business Objectives 
1. To help the health care manager to understand the existing level of patients' participation and suggest ways 
to improve so that patients will be more actively involved. 
2. To help the health care manager to increase patients' satisfaction level 
Research Objectives 
1. To measure present level of patient participation in health care services 
2. To measure the level of patient satisfaction with health care services. 




- Setf-administered questionnaire 
- n = 1 5 0 - 2 0 0 
2. Sampling 
2a) Place 
Criteria to select Hospital 
- Type of hospital: General Hospital 
Advantages 
_ different types of patients/medical departments available 
- high patient turnover (far better than rehabiHtation hospital) 
- Geographical location 
Hospital Authority divides HK into eight clusters, with one general hospital in each cluster. They are : 
1 • Hong Kong East: Palmela Youde Nethersole Eastem Hospital 
2. Hong Kong West: Queen Maiy Hospital 
3. Kowloon East: United Christian Hospital 
4. Kowloon West: Kwong Wah Hospitai 
5. Kowloon Central: Queen EUzabeth Hospital 
6. N.T. East: Prince ofWales Hospital 
7. N.T. South : Princess Margaret Hospital 
8. N.T. North : Tuen Mun Hospital 
- 3 � 4 hospitals from the above list will be selected randomly, with one from Kowloon, one from Hong Kong, 
and one from the New Territories. Around 40-60 questionnaires will be done at each hospital. 
2b) Time 
_ to maximize the exposure to different types of patients and prevent bias 
- assuming there are three hospitals，the timetable to collect questionnaires is as follows: 
Day Sunday (1) — Monday (2) ^ e s d a y ( j j 了 Wednesday (¾:— 
^ H o ^ M l ——SoWtai^ Hospl^y— — "HospMi ...— 
PM Hospit^2 —Ho^'5aT3 Hospiitari Hospitai2 
—Evening* Hospit^3 Hospit^ 1 Hospital 2 I^spitai^3 ___ 
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^ ¾ ^ ; 香港中文大學工商管理碩士課程 
^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^g^^^^^^g^^^^^^ggg^^^^^^^^^^^^^^g^^^^^^^mm^^mma^^^mmamm^m^^^^^mmmamt 
Shatin - N.T.- HONG KONG Tel: (852) 2609-7783 Fax : (852) 2603-6289 
- *Depends on situation, may not be feasible because of visiting hour limitations 
- # around 10~15 questionnaires to be done in each time-slot 
2c) Respondents 
-Litercept sampling in waiting area, e.g., outside the pharmacy 
3) Analysis : Frequency distribution, chi-square test, factor and correlation analysis 
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APPENDIX 11 
FffiLD WORKERS' NOTES / BRffiFES[G REMMDER 
Note to Survey Field Workers 
Background 
This survey has been approved by the Hospital Management. The contact person is Patient Relations 
Officer 
Venue of survey 
One of the following waiting areas 
1. Concourse 
2. Pharmacy 
3. Payment OfTice 
Time period 
Within business hours, around 9:00am-5:30pm 
Sample size 
As m3ny as you can 
Identity 
Carry a name tag 
Equipment 




1. Random sampling 
- O n l y patients, not patients' relatives orfriends. Any passerby is O.K. 
— P a t i e n t s still in the hospital, or going to exit or already exit but come back to get medicine or to pay 
the hospital fee are our appropriate target respondents. 
- N o restriction on men or women 
2. Introduce yourself. 
- From Chinese University of Hong Kong 
- Need around 5 minutes' time. 
- This survey is to improve hospital services and for academic study. 
3. Pass the questionnaire to the interviewee and ask them to fill in themselves.(ifthey can read 
characters) 
4. Otherwise, we have to ask questions by ourselves. 
5. You can ask several patients to fill in questionnaire at the same time. 
6. Ifthe interviewee does not read Chinese, you have to ask questions and get answers from them 
and fill in the questionnaire for him/ her. 
7. After receiving the finished questionnaire, please review the questionnaire quickly, make sure ail 
the blanks are filled in, orthe questions are answered. 
8. Fill in the questionnaire information, patient ID, numbers, time, and location on the right hand upper 
corner. 
9. Say "thank you" to the patient 
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APPENDIX 10 
FACETS OF PATEENTS' SATISFACTION LIST 
1. Satisfaction with Pre-admission Activities 
Stimuli: 
- Completing forms 
-Communica t ing with the hospital over the phone 
- S e t t i n g up time of admission 
2. Satisfaction with Getting to the Hospital 
Stimuli: 
- Accessibility 
- P a r k i n g 
- S i g n s 
3. Satisfaction with the Admissions Process and Staff 
Stimuli: 
- C o m p l e t i n g forms 
- W a i t i n g time to get to room 
- A t t i t u d e and behavior of admissions staff 
- P h y s i c a l environment in the admitting area 
4. Satisfaction with the Patient's Room 
Stimuli: 
- P h y s i c a l environment within the room 
- C o m f o r t 
一 Noise levels 
_ Lighting 
- S m e l l 
- Spaciousness 
- R o o m m a t e issues 
-Tempera ture controls 
-Cleanl iness 
- E a s e of getting around 
- A t t i t u d e and behavior ofhousecleaning staff 
5. Satisfaction with Food 
Stimuli: 
- Q u a l i t y of food 
-Temperature of food 
- C h o i c e s of food 
-Presentat ion of food 
- Attitude and behavior of dietary staff 
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- S m e l l of food 
6. Environment pv[on-room Issues) 
Stimuli: 
- H a l l w a y s 
- X - r a y waiting area acceptability 
- Visiting areas 
- L i g h t i n g 
- S m e l l 
- N o i s e 
7. Satisfaction with Medical Care Staff 
A. Satisfaction with Physicians 
Stimuli: 
- A t t i t u d e 
- B e h a v i o r 
B. Satisfaction with Nurses 
Stimuli: 
- A t t i t u d e 
- B e h a v i o r 
C. Satisfaction with Ancillary Medical Staff (Speech Therapy, Lab, etc.) 
Stimuli: 
- A t t i t u d e 
- B e h a v i o r 
8. Satisfaction with Personal Physical Factors 
Stimuli / Value Judgements : 
- P a i n experienced (frequency and intensity) 
- P a i n management (e.g.，medication response time) 
- P h y s i c a l comfort during stay 
-Hand icapped equipment support (e.g., rails, bars) 
9. Satisfaction with Discharge 
Stimuli: 
- F o r m s 
- D i s c h a r g e time 
- H o m e care instructions 
- N u r s i n g home arrangements 
- H o m e health care arrangements 
10. Satisfaction with Billing 
Stimuli: 
-Readabi l i ty and understandability of forms 
- AfFordability 
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- H a n d l i n g of indigent care 
11. Satisfaction with Clinical Treatment Aspects of Care 
Stimuli / Value Judgements: 
- P r o c e d u r e s conducted painlessly 
- P r o c e d u r e s conducted efficiently 
- S t a f f appeared knowledgeable about patient's illness 
- Apparent logic of treatment received 
- Comfort and pain level 
- E x p e c t a t i o n given of course of illness 
12. Satisfaction with the Outcomes ofPatient's Care 
Stimuli / Value judgements: 
- B e t t e r or worse for seeking health care 
- P a i n levels before and after care 
-Psycho log ica l outcomes of care - felt safer，more in control, less uncertain 
- Quality-of-life measures 
From Strasser and Davis (1991) Measuring Patient Satisfaction for Improved Patient 
Services: Health Administration Press, pp.57-59. 
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APPENDIX 11 
WORMATION ABOUT HOSPITAL AND EXNESS DISTRIBUTION CHARTS 
CHART 1 
DISTRTOUTION PATTERN OF TEVffi SPENT BY PATffiNTS TO SEARCH FOR 
mFORMATION ABOUT ELLNESS 
120 ^  
100 ^^^^^^^^^1 
80 1 ^^^^^^^^^1 
I : m ^ ^ m ^ J m 
• 1"0 2^  30 ?0 5.0 
Days 
Snale: 1.0 = firiays or abovft, 2 0 = 4-6 f1ays 3 0 = 2-4 davs. 4,0 = 0-? dav3, 5,0 = 0 days 
Bar : Frequencies, Curve: Distribution Curve 
CHART2 
DISTRTOUTION PATTERN OF TEVDB SPENT BY PATffiNTS TO SEARCH FOR 
mFORMATION ABOUT HOSPITALS 
200 " 1 
100 I ^ ^ ^ ^ ^ ^ ^ ^ H 
,L^d l 
1 o W ^ H i ^ _ ^ d H i i p H — — . — — B B H I M 
1.0 2.0 3.0 4.0 5.0 
Days 
Rr.alft- 1 Q = 6days nr ahove. 2 Q = 4-6 days, 3.0 = 2-4 days. 4.0 = 0-? davs. 5.0 = Q davS 
Bar: Frequencies, Curve: Distribution Curve 
A P P E N D I X 12 105 
F A C T O R A N A L Y S I S - P A T I E N T P A R T I C I P A T I O N 
- - - - - - - - - - - F A C T 〇 R A N A L Y S 工 S - — - - - - - - - - -
A n a l y s i s n u m b e r 1 L i s t w i s e d e l e t i o n of c a s e s w i t h m i s s i n g v a l u e s 
C o r r e l a t i o n M a t r i x : 
C C _ K N C C — U S E D E C _ M A F I L _ Q U E S I C _ K N I C — U S E I N F _ H O S 
CC_KN 1 . 0 0 0 0 0 
C C : U S E .15783 1 . 0 0 0 0 0 
DEC_MA. .11219 .12315 1 . 0 0 0 0 0 
F I L : Q U E S .03049 - . 0 5 6 4 6 .10264 1 . 0 0 0 0 0 
I C J ^ J .31124 . 0 3 2 3 1 .13303 .11417 1 . 0 0 0 0 0 
I C : U S E - . 0 2 3 4 0 .36137 .06962 .08933 .18580 1 . 0 0 0 0 0 
I N f — H O S - . 0 2 5 9 4 .00464 - . 1 5 4 2 3 - . 0 6 6 7 2 .00258 - . 0 3 2 3 2 1 . 0 0 0 0 0 
I N F : I L L - . 1 1 6 6 7 - . 0 2 7 2 2 - . 1 3 4 5 1 - . 0 1 2 2 0 - . 0 2 5 3 7 . 0 0 8 6 1 .46904 
L I N E _ K N .43817 .03283 .08413 .09522 .46410 .12136 .03880 
L I N E : U S E .10624 .35224 . 0 7 8 9 1 .20245 .12076 .48576 .02140 
M S W _ m .43064 .10874 .06314 .07780 .35534 . 0 1 9 6 1 - . 0 3 1 2 1 
M S W " U S E .16211 . 1 6 3 3 1 - . 0 5 2 1 5 .09871 .07722 .15237 - . 0 8 0 8 4 
NA^ffi_DC .16451 .17494 .23215 .05595 .13663 .09998 - . 2 0 4 8 4 
N A M E : N U .11877 .07963 .26098 .19924 .06846 .14799 - . 1 2 5 0 1 
O P I N : H A .14467 - . 0 1 9 2 4 .16101 .15548 .19192 - . 0 1 4 4 3 - . 0 2 2 7 3 
P C _ K N .35605 .13179 .17912 .03088 .20848 .23771 - . 0 3 6 5 1 
P C : R _ N O .19100 .20191 - . 0 7 7 6 3 .14413 .23731 .16333 .05152 
P C " R E S _ N .17006 . 1 1 5 0 1 - . 0 4 9 2 6 .13233 .27994 .15720 .00383 
P C : U S E _ .04150 .40774 .06249 .04386 .09858 .55573 .06826 
P R C _ K N .35371 .05509 .12183 .15465 .33472 .12193 - . 0 5 0 3 6 
P R C : U S E .05294 . 1 6 7 0 1 - . 0 1 0 0 0 .08933 .09880 .48974 - . 0 3 2 3 2 
S H S G _ K N .34074 .05199 .14136 .14909 .38763 .02571 .01576 
S H S G : U S E - . 0 1 6 6 6 .25967 .12315 .34480 .09858 .36137 .00464 
S I C K : D C .10854 .01292 .13200 - . 0 2 2 3 5 - . 0 2 7 4 4 - . 0 1 0 8 3 - . 0 2 5 8 7 
S I C K : H O .15079 - . 0 0 4 0 0 .11741 - . 0 4 4 7 5 .10105 - . 0 4 7 8 1 .06373 
T R E A : D C .11011 .05645 .29779 .03412 .16225 .05267 - . 1 5 8 0 8 
T R E A : N U .10668 .01632 .23705 .06864 .00907 .10676 - . 1 9 7 3 1 
V S _ K N .40442 .06389 .07292 - . 0 1 9 2 8 .33545 - . 0 4 5 7 8 .04568 
V S : U S E .11941 .17030 .10590 .14620 .05885 .10704 - . 0 2 4 0 8 
I N F — I L L L I N E _ K N L I N E _ U S E M S W _ K N M S W _ U S E N A M E _ D C N A M E _ N U 
I N F — I L L 1 . 0 0 0 0 0 
L I N ^ — K N .05019 1 . 0 0 0 0 0 
L I N E : U S E .00818 .24793 1 . 0 0 0 0 0 
M S W _ m - . 1 2 4 3 8 .32357 .05421 1 . 0 0 0 0 0 
M S W " U S E - . 0 6 8 3 8 .05051 .19624 .42454 1 . 0 0 0 0 0 
N A M E _ D C - . 2 4 2 5 0 .06264 .11502 .28897 .17952 1 . 0 0 0 0 0 
N A M E : N U - . 1 0 4 5 5 .06958 .12057 .20128 .09289 .45899 1 . 0 0 0 0 0 
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F i l e C : \ 2 5 0 4 m b a . l s t 
- - - - - - - - - - - F A C T 0 R A N A L Y S I S - - - - - - - - - 一 一 
I N F _ I L L L I N E _ K N L I N E — U S E M S W _ K N M S W _ U S E N A M E _ D C N A M E _ N U 
O P I N _ H A .02647 . 1 3 8 3 0 . 2 2 0 5 1 .11550 - . 0 3 9 9 2 . 1 2 1 6 1 . 1 0 4 1 1 
P C _ K N . 0 4 3 1 1 . 3 4 9 2 9 . 1 9 7 1 1 .20873 .19284 . 1 9 5 0 0 . 1 8 1 2 1 
P C : R _ N O .05147 . 2 7 3 1 5 .12188 .26479 .08560 . 0 8 4 0 1 - . 0 7 5 3 6 
P C " R E S _ N . 0 0 8 2 0 . 2 6 8 8 5 .15504 .20139 .05330 . 0 2 2 8 1 - . 0 8 1 9 6 
P C : U S E _ . 0 8 3 3 3 . 1 4 7 4 6 .35224 .05368 .32262 .06389 .07963 
P R C _ K N . 0 0 9 0 3 .41224 . 1 5 3 5 3 .42297 . 1 6 3 8 6 . 1 8 1 4 5 .19266 
P R C : U S E . 0 0 8 6 1 .04612 .31345 .09189 .36149 .17287 .04502 
S H S G _ K N . 0 1 7 6 5 . 3 4 3 3 5 .02336 .51235 . 2 7 1 2 5 . 2 4 8 3 6 .14772 
S H S G : U S E . 0 3 9 1 1 . 0 3 2 8 3 .22098 . 1 6 3 8 1 .48193 . 2 3 0 4 6 .23652 
S I C K : D C - . 1 0 4 7 3 . 0 4 0 2 3 - . 0 4 0 7 0 .07648 .04363 . 2 3 4 8 5 - . 0 0 1 6 0 
S I C K : H O .03270 .13449 - . 0 5 5 0 0 .25678 .07127 . 1 7 8 9 1 .07592 
T R E A : D C - . 2 0 4 5 4 . 0 1 7 4 6 - . 1 0 3 0 3 .12626 .10866 .26853 .17797 
T R E A : N U - . 0 6 3 0 8 - . 0 5 8 5 0 - . 0 7 3 6 0 .03590 .04678 .24484 .24230 
V S _ K N - . 0 1 0 3 3 .34203 - . 0 3 2 6 5 .59869 .17952 .12555 .07657 
V S : U S E - . 0 0 4 7 2 - . 0 2 1 6 9 .13819 .17989 .31095 . 1 5 3 5 1 .18545 
O P I N _ H A P C _ K N P C _ R _ N O P C _ R E S _ N P C — U S E P R C _ K N P R C _ U S E 
O P I N _ H A 1 . 0 0 0 0 0 
P C _ K N .05326 1 . 0 0 0 0 0 
P C : R _ N O - . 0 0 2 0 6 .25822 1 . 0 0 0 0 0 
P C " R E S _ N .11059 .18835 .58867 1 . 00000 
P C : U S E _ - . 0 1 9 2 4 . 3 1 6 9 1 .36023 .25686 1 . 0 0 0 0 0 
P R C _ K N .21811 .25913 .18209 .16385 .05509 1 . 0 0 0 0 0 
P R C " U S E - . 0 1 4 4 3 . 1 5 6 7 1 .08020 .03306 .36137 .21598 1 . 0 0 0 0 0 
S H S G _ K N .21440 .21889 . 2 1 7 7 1 .13112 .05199 .43438 .21174 
S H S G : U S E - . 0 1 9 2 4 .13179 .13859 .06772 .40774 .19838 .36137 
S I C K : D C - . 0 0 7 6 2 .07986 .01893 .03055 .01292 .13716 .06099 
S I C K ^ H O .03992 .13913 .20398 .15020 - . 0 0 4 0 0 .14449 - . 0 4 7 8 1 
T R E A : D C - . 0 1 3 8 0 - . 0 2 5 1 4 - . 0 6 4 6 2 - .06071 .00138 .08328 .05267 
T R E A : N U .02339 .03484 - . 0 8 2 0 9 .01348 .01632 .01239 - . 0 4 0 2 7 
V S _ K N .12161 .17186 .27398 .16466 .06389 .36952 .02710 
V S : U S E - . 0 2 6 6 4 .07074 .07722 - . 0 2 7 1 0 .17030 .14495 .25194 
S H S G _ K N S H S G _ U S E S I C K _ D C S I C K — H O T R E A _ D C T R E A _ N U V S _ K N 
S H S G _ K N 1 . 0 0 0 0 0 
S H S G : U S E .33543 1 . 0 0 0 0 0 
S I C K : D C .06921 .06763 1 . 0 0 0 0 0 
S I C K : H O .14808 - . 0 0 4 0 0 .42728 1.00000 
T R E A : D C .14646 .11151 .10664 .03945 1 . 0 0 0 0 0 
TREA:NU . 0 2 8 6 9 . 1 8 4 3 4 . 0 7 4 4 6 .04360 . 6 0 9 7 6 1 . 0 0 0 0 0 
V S _ K N .48751 .06389 .07072 .20878 .10334 .03483 1 . 0 0 0 0 0 
V S : U S E .19274 .39108 .04120 .04536 .06643 .08225 .27770 
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V S _ U S E 
V S _ U S E 1 . 0 0 0 0 0 
E x t r a c t i o n 1 for a n a l y s i s 1, P r i n c i p a l A x i s F a c t o r i n g (PAF) 
I n i t i a l S t a t i s t i c s : 
V a r i a b l e Conununality * F a c t o r E i g e n v a l u e P c t of V a r C u m P c t 
* 
C C _ K N .43142 * 1 5 . 1 1 5 7 8 1 7 . 6 1 7 . 6 
C C : U S E .34437 * 2 2 . 7 2 1 3 3 9.4 2 7 . 0 
D E C _ M A .26615 * 3 2 . 5 3 5 0 4 8.7 35.8 
F I L : Q U E S .27649 * 4 1 . 6 4 0 5 3 5.7 41.4 
IC_raJ .38389 * 5 1 . 5 3 3 0 6 5.3 46.7 
I C : U S E .57176 * 6 1 . 3 5 3 9 9 4.7 51.4 
I N F _ H O S . 2 9 9 9 1 * 7 1 . 2 8 8 3 5 4.4 5 5 . 8 
I N F : I L L .33290 * 8 1 . 2 2 9 2 5 4.2 6 0 . 1 
L I N E _ K N .45895 * 9 1 . 0 4 2 2 4 3.6 63.7 
L I N E : U S E .44957 * 10 .95716 3.3 67.0 
M S W _ m .59910 * 11 .86948 3.0 70.0 
M S W " U S E . 5 1 3 9 1 * 12 .81495 2.8 72.8 
N A M l _ D C .42093 * 13 .76824 2 . 6 75.4 
N A M E : N U .36734 * 14 .72373 2 . 5 7 7 . 9 
O P I N : H A .21988 * 15 .68188 2.4 8 0 . 3 
P C _ K N .33615 * 16 .62904 2.2 82.4 
P C : R _ N O .50838 * 17 .55606 1.9 8 4 . 3 
P C " R E S _ N .41783 * 18 .53954 1.9 86.2 
P C : U S E — .54286 * 19 .50885 1.8 88.0 
P R C _ K N .38584 * 20 .49579 1.7 8 9 . 7 
P R C : U S E .43512 * 21 .45002 1.6 91.2 
S H S G _ K N .50611 * 22 .44489 1.5 92.8 
S H S G : U S E .57644 * 23 .42564 1.5 94.2 
S I C K : D C .28114 * 24 .35442 1.2 95.4 
S I C K : H O .30457 * 25 .31986 1.1 96.5 
T R E A : D C .50075 * 26 .29186 1.0 97 . 6 
T R E A : N U .50855 * 27 .26710 .9 98.5 
V S _ K N .51583 * 28 .23072 .8 99.3 
V S : U S E .29909 * 29 .21119 .7 1 0 0 . 0 
P A F e x t r a c t e d 3 f a c t o r s . 6 i t e r a t i o n s r e q u i r e d . 
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F A C T 0 R A N A L Y S I S  
F a c t o r M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
M S W _ K N .63184 - . 3 5 8 8 6 - . 0 2 9 3 5 
S H S G _ K N . 5 9 9 3 0 - . 2 7 4 3 3 - . 0 2 0 1 6 
PRC_raj . 5 5 7 3 9 - . 2 1 6 0 9 - . 0 6 4 1 5 
V S j ^ J .52224 - . 4 0 5 5 4 - . 1 3 1 3 5 
L I N E _ K N .50154 - . 2 3 5 8 6 - . 3 0 7 6 5 
C C _ K N . 5 0 0 2 5 - . 3 3 2 0 8 - . 0 7 3 3 2 
I C : K N .49118 - . 2 1 2 7 1 - . 1 5 1 0 3 
S H S G _ U S E .48602 .40497 .19572 
P C _ K N .46042 . 0 2 7 9 6 - . 1 0 8 5 9 
M S W _ U S E . 4 4 4 8 5 .18810 .09246 
P C _ R _ N O .42290 . 0 2 2 3 6 - . 3 8 7 9 5 
P C " R E S _ N .34418 - . 0 0 6 4 2 - . 3 4 0 1 7 
V S : U S E — .33839 .13723 .14949 
FlI_QUES . 2 2 9 7 9 . 0 8 9 7 3 . 0 6 5 7 9 
OPlijjHA .19696 - . 1 3 8 0 5 - . 0 2 0 5 4 
S I C K : D C .15082 - . 1 1 3 8 0 .13690 
I C _ U S E . 4 0 4 0 1 .60469 - . 0 2 0 9 6 
P C : U S E . 4 4 5 9 1 .57442 - . 1 6 5 7 7 
P R C _ U S E .38278 . 4 1 3 5 1 .02312 
L I N ^ _ U S E .36524 .41195 - . 1 2 4 9 3 
C C _ U S E .32113 .33907 - .00276 
S I C K _ H O .23324 - . 2 3 6 3 4 - . 0 1 5 9 0 
T R E A _ D C . 2 1 6 3 1 - . 1 1 8 2 5 .53657 
T R E A : N U .15815 - . 0 3 3 6 6 .52489 
N A M E : D C .42158 - . 0 5 1 9 2 .42872 
N A M E : N U .31964 .01006 .39504 
I N F — S O S - . 0 6 8 6 4 .03658 - .35335 
DEC:MA_ .23895 - . 0 6 3 5 1 .34800 
I N F : I L L - . 0 6 9 9 3 .09620 - .32873 
F i n a l S t a t i s t i c s : 
I 
V a r i a b l e C o m m u n a l i t y * F a c t o r E i g e n v a l u e P c t of V a r C u m P c t 
* 
C C _ K N .36590 * 1 4 . 4 7 5 0 1 15.4 15.4 
C C : U S E .21810 * 2 2 .12559 7.3 22.8 
DEC_MA. .18223 * 3 1.81780 6.3 2 9 . 0 
F I L : Q U E S .06519 * 
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_ F A C T 0 R A N A L Y S 工 S - — — - - - _ - — — -
V a r i a b l e C o n m m n a l i t y * Factor E i g e n v a l u e Pct of V a r C u m Pct 
IC_KN .30931 * 
IC:USE .52931 * 
INf_HOS .13091 * 
INF:ILL .12221 * 
L I N E _ K N .40182 * 
L I N E : U S E .31871 * 
MSW_m .52887 * 
M S W " U S E .24182 • 
NAiyE_DC .36423 • 
NAME:NU .25833 * 
OPIN:HA . 0 5 8 2 7 * 
PC_KN .22456 * 
PC:R_NO .32986 * 
PC"RES_N .23421 * 
PC:USE_ .55627 * 
PRC_KN .36150 * 
PRC:USE .31805 * 
SHSG_KN .43482 * 
SHSG:USE .43852 * 
SICK:DC .05444 * 
SICK:HO .11051 * 
TREA:DC .34868 * 
T R E A : N U .30165 * 
V S _ K N .45445 * 
V S : U S E .15569 * 
OBLIMIN r o t a t i o n 1 for e x t r a c t i o n 1 in analysis 1 - Kaiser N o r m a l i z a t i o n . 
OBLIMIN converged in 7 i t e r a t i o n s . 
Pattern M a t r i x : 
Factor 1 Factor 2 Factor 3 
M S W _ K N .69865 -.01060 .12794 
V S _ m .69474 -.10826 .01401 
LINE_KN .62532 .03689 - . 18638 
SHSG:KN .61282 .05038 .12028 
CC_KN .60587 -.05220 .05799 
PRC_KN .55904 .08266 .06180 
工匚-如 . 5 4 3 5 9 . 0 5 2 6 0 - . 0 3 6 1 7 
PC:R_NO .41760 .23376 -.31343 
PC"RES_N .36645 .16776 -.27604 
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- - - - - - - - - - - F A C T 0 R A N A L Y S I S - - - - - - - - - - -
Factor 1 Factor 2 Factor 3 
PC_KN .33552 .25730 -.03107 
S I ^ K _ H O .33369 - . 0 9 8 9 5 .05584 
O P I N : H A .24065 - . 0 2 7 2 5 .03203 
IC_USE - . 1 4 6 0 0 .75653 - . 0 2 9 7 6 
PC:USE - . 0 4 2 0 0 .75015 - . 1 6 1 8 6 
SHSG_USE - . 0 2 8 2 5 .61466 .22521 
PRC_USE - . 0 4 0 8 7 .57085 .03526 
L I N i _ U S E .00323 .56084 - . 1 1 4 1 6 
CC_USE - . 0 2 0 4 7 .47176 .00867 
M S W _ U S E .13625 .39568 .14426 
V S _ U S E .07841 .29549 .18887 
FlI_QUES .06897 .19756 .09335 
TREA_DC .03288 - . 0 0 0 3 1 .58435 
T R E A : N U -.06277 .04786 .55157 
N A M E : D C .16622 .16379 .50459 
N A M E : N U .06487 .16929 .44538 
DEC_MA. .07946 .06147 .39442 
INF:HOS .05823 - . 0 0 0 4 6 -.36656 
INF:ILL .00579 .05340 -.35023 
SICI^—DC .13334 - . 0 2 8 5 1 .17669 
Structure M a t r i x : 
Factor 1 Factor 2 Factor 3 
M S W _ K N .71617 .19903 .23937 
V S j ^ .66603 .09154 .11735 
SHSG_KN .64655 .23487 .22259 
LINE:KN .60593 .20151 -.08310 
CC_KN .60026 .12554 .15134 
PRC_KN .59262 .24730 .15794 
ICJ^[ .55282 .20533 .05518 
PC:R_NO .43411 .32925 -.22846 
PC"KN .40413 .35090 .04251 
PC"RES_N .37009 .25147 -.20434 
SICK_HO .31435 .00077 .10188 
O P I N : H A .23800 .04404 .06861 
PC_USE .14657 .72576 -.11125 
IC"USE .06562 .71250 .00463 
SHSG_USE .18376 .62380 .26767 
PRC_USE .12808 .56185 .07234 
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一 一 一 _ F A C T 〇 R A N A L Y S I S - - - - - - - - - - -
F a c t o r 1 F a c t o r 2 F a c t o r 3 
L I N E — U S E .14532 .55303 - . 0 7 0 7 6 
C C _ U S E . 1 1 5 8 6 .46657 .04145 
M S W _ U S E . 2 7 2 6 0 .44568 .19640 
V S _ U S E .19328 .33237 .22406 
F I L _ Q U E S .14048 .22443 .11953 
T R E A _ D C .12667 .05378 . 5 8 9 6 1 
T R E A : N U .03954 .07208 .54515 
NAME:DC . 2 9 4 1 3 . 2 4 9 9 2 . 5 4 3 8 2 
N A M E : N U . 1 8 4 8 5 .22190 .46874 
DEC_m . 1 6 0 4 1 . 1 1 4 3 6 .41189 
I N F : H O S - . 0 0 0 7 9 - . 0 1 1 8 3 - . 3 5 7 2 4 
I N F : I L L - . 0 3 5 2 0 .02828 - . 3 4 5 2 1 
S I C ^ — D C .15357 .02314 .19593 
F a c t o r C o r r e l a t i o n M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
F a c t o r 1 1 . 0 0 0 0 0 
F a c t o r 2 .28605 1 . 0 0 0 0 0 
F a c t o r 3 .16065 .07646 1 . 0 0 0 0 0 
F a c t o r S c o r e C o e f f i c i e n t M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
C C _ K N .13995 .01878 .03534 
C C : U S E - . 0 0 7 4 7 .07264 - . 0 0 4 7 4 
D E C _ M A .02192 .00691 .12832 
F I L : Q U E S .01288 .03333 .02004 
1 0 - ¾ ^ .11586 .00205 - . 0 2 0 7 7 
I C : U S E - . 0 4 7 9 3 .26721 - . 0 2 0 2 6 
I N F _ H O S .00361 - . 0 0 5 6 1 - . 1 2 3 6 0 
I N F : I L L .00802 .01496 - . 1 0 4 6 8 
L I N l _ K N .16009 .00587 - . 0 8 4 8 5 
L I N E : U S E .01755 .14310 - . 0 3 7 1 1 
MSW_raJ .23092 .01549 .07528 
M S W : U S E .00165 .07162 .02650 
NAiyE_DC .04303 .05625 .21564 
N A M E : N U .01090 .02280 .14798 
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F a c t o r 1 F a c t o r 2 F a c t o r 3 
O P I N _ H A . 0 3 4 4 3 - . 0 0 1 0 5 . 0 0 8 7 1 
P C _ I ^ . 0 6 9 0 9 . 0 4 1 1 1 .00172 
P C : R _ N O . 0 9 6 9 6 .05408 - . 1 3 5 0 8 
PC"RES_N . 0 7 5 3 0 . 0 3 4 6 2 - . 0 8 1 5 7 
P C : U S E _ . 0 0 5 5 9 .28687 - . 1 0 1 0 6 
P R C _ K N .12742 .03077 . 0 2 3 1 3 
P R C : U S E - . 0 0 1 0 9 . 1 1 5 7 1 .00670 
S H S G _ K N . 1 5 7 4 3 .02398 . 0 3 8 0 1 
S H S G : U S E .00224 .20002 .12090 
S I C K : D C .03200 - . 0 1 6 8 3 .04384 
S I C K : H O . 0 5 4 3 1 - . 0 1 2 6 2 .02248 
T R E A : D C .00457 - . 0 0 0 4 6 .25407 
T R E A : N U - . 0 0 4 3 1 - . 0 1 3 6 2 .18484 
V S _ K N . 1 7 2 1 1 - . 0 3 5 8 0 .00985 
V S " U S E . 0 1 1 1 3 .06667 .05327 
C o v a r i a n c e M a t r i x for E s t i m a t e d R e g r e s s i o n F a c t o r S c o r e s : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
F a c t o r 1 .85277 
F a c t o r 2 .28126 .83985 
F a c t o r 3 .16078 . 0 8 0 2 1 .73793 
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APPENDIX 11 
SCREE PLOT (PATffiNT PARTIOTATION AND SATISFACTION) 
CHART3 
FACTOR SCREE PLOT OF PATffiNT PARTICIAPTION 
Factor Scree Plot 
5j “ 
i 1^^^^"""""^^^""^^"^""^^^"^""^^^"^"^^^"^^ 
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F A C T O R A N A L Y S I S (PATIENT S A T I S F A C T I O N ) 
A n a l y s i s n u m b e r 1 L i s t w i s e d e l e t i o n of cases w i t h m i s s i n g v a l u e s 
C o r r e l a t i o n M a t r i x : 
C L E A LOB C L E A SHR C L E A W A R FAC BED FAC LIN FAC R O O M FAC W H E 
~»> ~ ~ . . « ~ — — ~ ~ 
C L E A _ L O B 1.00000 
C L E A : S H R .26966 1.00000 
C L E A : W A R .46926 .46096 1.00000 
FAC_BED .26554 .15813 .48398 1.00000 
FAC:LIN .19573 .15296 .38657 .55807 1.00000 
F A C " R O O M .30519 .29833 .57320 .71193 .55066 1.00000 
FAC"WHE .13749 .13363 .15037 .32642 .33475 .32676 1.00000 
GENERAL .29557 .09482 .27249 .35172 .21841 .28827 .15987 
INFO—DC .15496 .10518 .28771 .29183 .17463 .23579 .14500 
INFO:NU .11125 .13197 .29729 .32752 .27392 .28059 .19009 
INTER_DC .16257 .06530 .14114 .23574 .21875 .25737 .27204 
INTER:NU .11722 .13346 .25360 .25422 .21518 .38353 .18053 
M E A L _ F O O -.03874 .12710 .05968 .16644 .20816 .15038 .04014 
M E A L " T I M -.00630 .04953 .14359 .15246 .34590 .16858 .14635 
ORG - .14714 .09499 .18704 .29466 .24471 .21489 .22176 
OUT—DIS .05494 .17881 .05136 .14293 .19269 .08714 .09547 
O U T : F U N -.03357 .19138 .16719 .13999 .12390 .15065 .12873 
O U T : P A I N .06566 .09880 .05634 .12570 .10195 .11404 .07983 
TIiy^—DC .13698 .08235 .15722 .22627 .20419 .24370 .17411 
V I S I T _ H R -.09083 .14082 .16146 .17458 .20694 .26236 .10654 
W A I T _ M M .25315 .06930 .18381 .20701 .14119 .16289 .19781 
W A I T " P H A .13990 .03356 .11067 .03189 .09591 .03750 -.05128 
W A I T " S H R .07731 .43269 .31229 .23685 .20313 .18998 .14022 
GENERAL INFO_DC INFO—NU INTER_DC INTER—NU M E A L _ F O O M E A L _ T I M 
GENERAL 1.00000 
INFO—DC .44205 1.00000 
INFO:NU .39052 .70182 1.00000 
INTEi^—DC .55087 .39234 .30603 1.00000 
INTER:NU .39059 .24870 .38809 .54749 1.00000 
M E A L _ F O O .06726 .22940 .18743 .10918 .16770 1.00000 
M E A L : T I M .21664 .24230 .22334 .24370 .22548 .38728 1.00000 
ORG — .30566 .24543 .22612 .33715 .28635 .20926 .24988 
OUT—DIS .46338 .28787 .27955 .31692 .23947 .03386 .21125 
OUT:FUN .38351 .23781 .32331 .29615 .18068 .03151 .28968 
OUT:PAIN .43973 .35397 .21849 .31401 .20119 .14982 .20011 
TIMl_DC .44790 .51950 .37475 .50048 .23948 .15708 .12343 
VISI〒—HR .12345 .12763 .16794 .22479 .23788 .22193 .16773 
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F A C T 0 R A N A L Y S 工 S  
G E N E R A L INFO DC INFO N U INTER DC INTER N U M E A L F00 M E A L T I M 
- ~ •»— — . ~ ~ — — 
W A I T _ M ) M .22176 .23858 .15165 .14233 .06813 - . 0 0 4 7 5 .00892 
W A I T " P H A .07100 .17787 .05151 - . 0 3 2 3 6 - . 0 6 2 3 9 .20003 .15590 
W A I T " S H R .15795 .16908 .17682 .03437 .10130 .12694 .06684 
ORG O U T _ D I S O U T _ F U N O U T _ P A I N TIME—DC V I S I T _ H R W A I T _ A D M 
ORG 1.00000 
OUT_DIS .29605 1.00000 
O U T : F U N .19611 .64234 1.00000 
O U T : P A I N .26548 .59709 .43176 1.00000 
TIMl_DC .26122 .26585 .16481 .34200 1.00000 
VTSI〒—HR .06276 .06789 .04996 .07555 .10055 1.00000 
W A I T _ A D M .06919 .02847 -.01477 .10178 .21228 - . 0 3 4 3 5 1.00000 
W A I T " P H A .03256 -.00462 - . 0 0 8 4 6 .19316 .03238 .02524 .13359 
W A I T : S H R .10445 .12325 .05490 .08543 .08506 .02248 .20575 
W A I T _ P H A W A I T _ S H R 
W A I T _ P H A 1.00000 
W A I T " S H R .06620 1.00000 
1 - t a i l e d Significance of C o r r e l a t i o n M a t r i x : 
‘ . ‘ i s p r i n t e d for d i a g o n a l e l e m e n t s . 
CLEA_LOB C L E A _ S H R C L E A _ W A R FAC_BED FAC—LIN 
CLEA_LOB . 
CLEA:SHR .00012 . 
CLEA"WAR .00000 .00000 . 
FAC_BED .00015 .01650 .00000 . 
FAC:LIN .00405 .01963 .00000 .00000 . 
FAC"ROOM .00001 .00002 .00000 .00000 .00000 
FAC:WHE .03210 .03606 .02137 .00000 .00000 
GENERAL .00003 .10147 .00010 .00000 .00153 
INFO—DC .01836 .07882 .00004 .00003 .00919 
INFO:NU .06743 .03788 .00002 .00000 .00009 
INTES_DC .01416 .19057 .02868 .00068 .00150 
INTER:NU .05752 .03623 .00028 .00027 .00177 
MEAL_FOO .30178 .04365 .21177 .01236 .00240 
M E A L : T I M .46637 .25335 .02657 .01995 .00000 
ORG ~ .02373 .10105 .00573 .00003 .00044 
OUT_DIS .23069 .00786 .24554 .02712 .00458 
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F A C T 0 R A N A L Y S I S  
C L E A L O B C L E A S H R C L E A W A R F A C B E D F A C L I N 
-^- ___ — — — 
O U T _ F U N . 3 2 6 4 1 .00483 .01204 . 0 2 9 7 3 .04782 
O U T : P A I N . 1 8 9 2 6 . 0 9 2 2 6 .22498 .04544 . 0 8 5 4 3 
T I ^ ^ _ D C .03260 .13455 .01702 .00107 .00285 
V I S I ^ _ H R . 1 1 1 3 3 .02898 .01472 . 0 0 9 2 1 . 0 0 2 5 3 
W A I T _ ^ D M .00028 .17630 .00650 .00252 .02864 
W A I T : P H A . 0 2 9 8 1 .32643 .06847 .33454 .09889 
W A I T : S H R .14980 .00000 . 0 0 0 0 1 .00064 .00298 
F A C _ R O O M F A C _ W H E G E N E R A L I N F O _ D C I N F O — N U 
F A C _ R O O M . 
F A C : W H E .00000 . 
G E N E R A L .00004 .01555 . 
I N F O — D C .00068 . 0 2 5 4 1 .00000 . 
I N F O : N U . 0 0 0 0 6 .00508 .00000 .00000 . 
I N T E R _ D C .00023 .00010 .00000 .00000 . 0 0 0 0 1 
I N T E R ~ N U .00000 .00737 .00000 .00036 .00000 
M E A L _ F O O .02136 .29528 .18349 .00092 .00564 
M E A L : T I M .01146 .02434 .00165 .00049 .00122 
O R G 一 . 0 0 1 7 9 . 0 0 1 3 1 . 0 0 0 0 1 . 0 0 0 4 2 . 0 0 1 0 7 
O U T _ D I S .12107 .09991 .00000 .00004 .00007 
O U T : F U N .02118 .04165 .00000 . 0 0 0 6 1 .00000 
O U T : P A I N .06266 .14203 .00000 .00000 .00152 
T l k i _ D C .00046 .00937 .00000 .00000 .00000 
V I S I T _ H R .00017 .07615 .04843 .04299 .01172 
W A I T _ M ) M .01401 .00372 .00131 .00059 .02050 
WAIT:PHA . 3 0 7 6 1 . 2 4 5 8 8 . 1 7 0 4 2 . 0 0 8 1 5 . 2 4 4 9 1 
W A I T : S H R .00510 .02952 .01661 .01125 .00847 
I N T E R — D C I N T E R _ N U M E A L _ F O O M E A L — T I M O R G 
I N T E R _ D C • 
I N T E R : N U .00000 . 
M E A L _ F O O .07117 .01182 . 
M E A L : T I M .00046 .00111 .00000 • 
ORG — .00000 .00004 .00229 .00033 . 
O U T _ D I S .00001 .00057 .32499 .00210 .00002 
O U T : F U N .00002 .00733 .33640 .00004 .00399 
O U T : P A I N .00001 .00323 .02176 .00338 .00015 
T I M E _ D C .00000 .00057 .01710 .04845 .00018 
VTSI〒_HR .00114 .00061 .00130 .01181 .19999 
W A I T _ ^ M .02764 .18040 .47464 .45243 .17668 
W A I T : P H A .33226 .20137 .00339 .01780 .33128 
W A I T : S H R .32254 .08680 .04385 .18500 .08027 
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F A C T 0 R A N A L Y S 工 S _ 
O U T _ D I S O U T — F U N O U T — P A I N T I M E — D C V I S I T _ H R 
O U T _ D I S . 
O U T : F U N .00000 . 
O U T " P A I N .00000 .00000 . 
T I P ^ _ D C .00014 .01310 .00000 • 
V I S I T _ H R .18124 .25149 .15537 .08841 . 
W A I T _ ^ D M .35140 .42158 .08578 .00201 .32263 
W A I T " P H A .47535 .45486 .00449 .33217 .36759 
W A I T : S H R .04871 .23085 .12576 .12680 .38160 
W A I T _ A D M W A I T _ P H A W A I T — S H R 
W A I T _ A D M • 
m i T : P H A .03610 . 
W A I T " S H R .00266 .18729 . 
E x t r a c t i o n 1 for a n a l y s i s 1, P r i n c i p a l C o m p o n e n t s A n a l y s i s (PC) 
I n i t i a l S t a t i s t i c s : 
V a r i a b l e C o m m u n a l i t y * F a c t o r E i g e n v a l u e Pct of V a r C u m Pct 
* 
C L E A _ L O B 1.00000 * 1 5 . 8 0 3 6 6 25.2 25.2 
C L E A : S H R 1.00000 * 2 2 . 3 1 3 2 3 10.1 35.3 
C L E A " W A R 1.00000 * 3 1.57750 6.9 42.1 
F A C _ B E D 1.00000 * 4 1.44773 6.3 48.4 
F A C : L I N 1.00000 * 5 1.39988 6.1 54.5 
F A C " R O O M 1.00000 * 6 1.14379 5.0 59.5 
FAC:WHE 1.00000 * 7 1.02490 4.5 64.0 
G E N E R A L 1.00000 * 8 .96922 4.2 68.2 
INFO_DC 1.00000 * 9 .88201 3.8 72.0 
I N F O : N U 1.00000 * 10 .78373 3.4 75.4 
I N T E R _ D C 1.00000 * 11 .72605 3.2 78.6 
I N T E R : N U 1.00000 * 12 .66760 2.9 81.5 
M E A L _ F O O 1.00000 卡 13 .62402 2.7 84.2 
M E A L : T I M 1.00000 * 14 .58606 2.5 86.7 
O R G — 1.00000 * 15 .51967 2.3 89.0 
O U T — D I S 1.00000 * 16 .49407 2.1 91.1 
O U T : F U N 1.00000 * 17 .44044 1.9 93.1 
O U T : P A I N 1.00000 * 18 .33233 1.4 94.5 
TIMl—DC 1.00000 * 19 .32954 1.4 95.9 
V I S I T _ H R 1.00000 * 20 .30166 1.3 97.2 
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F A C T 0 R A N A L Y S I S  
V a r i a b l e C o m m u n a l i t y * F a c t o r E i g e n v a l u e P c t of V a r C u m Pct 
W A I T _ A D M 1 . 0 0 0 0 0 * 21 .25351 1.1 98.4 
W A I T " P H A 1 . 0 0 0 0 0 • 22 .22032 1.0 99.3 
W A I T : S H R 1 . 0 0 0 0 0 * 23 .15908 .7 100.0 
25 Apr 98 SPSS for MS WINDOWS Release 6.0 Page 119 
- 一 - - - - 一 - - - - F A C T 0 R A N A L Y S 工 S - - - - - 一 - - - 一 一 
H i - R e s C h a r t # l : F a c t o r s c r e e p l o t 
PC e x t r a c t e d 3 f a c t o r s . 
F a c t o r M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
C L E A _ L O B . 3 5 6 8 1 .38127 - . 4 6 8 3 3 
C L E A : S H R .35853 .33377 - . 1 9 5 9 4 
C L E A : W A R . 5 6 3 1 1 . 5 3 3 1 1 - . 1 6 9 9 3 
F A C _ B E D . 6 3 6 4 6 .42827 .08214 
F A C : L I N .56835 .35959 .28206 
F A C : R O O M .64138 .49822 .12074 
F A C " W H E .40684 .19798 .06828 
G E N E R A L .69180 - . 2 6 2 6 9 - . 2 4 3 9 1 
I N F O _ D C .64814 - . 2 0 3 0 4 - . 0 9 5 4 3 
I N F O : N U .63736 - . 1 2 1 3 9 .01368 
I N T E ^ — D C .62895 - . 2 9 1 9 3 .02915 
I N T E R : N U .56498 - . 0 7 5 7 7 .18060 
M E A L _ F O O .30847 - . 0 0 7 2 4 .56058 
M E A L : T I M .42601 - . 1 4 6 8 7 .49111 
O R G - .50234 - . 1 1 6 6 4 .10383 
O U T _ D I S .52046 - . 5 2 9 2 0 - . 1 8 1 2 9 
O U T : F U N .47385 - . 4 4 8 3 6 - . 0 9 1 5 1 
O U T : P A I N .49988 - . 5 0 4 8 1 - . 1 5 9 8 7 
T I M l _ D C .56948 - . 2 3 3 3 5 - . 1 2 9 0 8 
V I S I T _ H R .29694 .06449 .50116 
miT—SDM .30010 .19126 -.38769 
W A I T " P H A .13875 .04054 .00285 
WAIT"SHR . 3 3 1 6 4 . 2 9 7 0 0 - . 1 7 8 7 4 
F i n a l S t a t i s t i c s : 
V a r i a b l e C o m m u n a l i t y * F a c t o r E i g e n v a l u e P c t of V a r C u m P c t 
* 
C L E A _ L O B .49202 * 1 5 . 8 0 3 6 6 2 5 . 2 2 5 . 2 
C L E A : S H R .27834 * 2 2 . 3 1 3 2 3 1 0 . 1 35.3 
C L E A : W A R .63018 * 3 1 . 5 7 7 5 0 6.9 4 2 . 1 
F A C _ B E D .59524 * 
F A C : L I N .53189 * 
F A C : R O O M .67417 * 
F A C : W H E .20938 * 
G E N E R A L .60709 * 
I N F O — D C .47041 * 
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p A C T 0 R A N A L Y S 工 S  
V a r i a b l e C o m m u n a l i t y * F a c t o r E i g e n v a l u e P c t of V a r C u m P c t 
I N F O _ N U .42115 * 
I N T E R _ D C .48164 * 
I N T E R : N U .35756 * 
M E A L _ F O O .40945 * 
M E A L : T I M .44424 * 
O R G — .27673 * 
O U T _ D I S .58380 * 
O U T : F U N .43393 * 
O U T : P A I N .53027 * 
T I M l _ D C .39542 * 
VISI〒—HR .34350 * 
W A I T _ M M .27695 * 
W A I T " P H A .02090 * 
W A I T " S H R .23014 * 
O B L I M I N r o t a t i o n 1 for e x t r a c t i o n 1 i n a n a l y s i s 1 - K a i s e r N o r m a l i z a t i o n . 
O B L I M I N c o n v e r g e d i n 15 i t e r a t i o n s . 
P a t t e r n M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
C L E A _ L O B .03884 .66873 - . 3 3 1 1 2 
C L E A : S H R - . 0 0 0 0 6 .53494 - . 0 6 4 7 1 
C L E A : W A R - . 0 4 7 6 9 .80090 .03640 
F A C _ B E D .01102 .65893 .29555 
F A C : L I N - . 0 3 2 0 4 .49712 .46914 
F A C " R O O M - . 0 5 5 3 8 .70942 .34262 
F A C : W H E .06545 .34945 .19664 
G E N E R A L .71467 .19225 - . 0 8 6 8 7 
I N F O — D C .59492 .17239 .05553 
I N F O : N U .48858 .20135 .16981 
I N T E ^ — D C .62070 .04259 .16501 
I N T E R : N U .35748 .14882 .32147 
M E A L _ F O O .03204 - . 0 4 6 6 3 .63866 
M E A L : T I M .24062 - . 0 8 7 6 0 .58601 
O R G - .37537 .10855 .22419 
O U T _ D I S .81271 - . 1 4 6 5 1 - . 0 9 8 0 7 
O U T : F U N .69066 - . 1 2 9 2 1 - . 0 1 2 6 1 
OUT:PAIN . 7 7 3 5 4 - . 1 4 2 5 5 - . 0 7 9 6 6 
TI^ffi_DC .58161 .11879 - . 0 0 1 9 9 
VISI〒—HR - . 0 1 7 3 6 .03084 .58405 
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F A C T 0 R A N A L Y S 工 S  
F a c t o r 1 F a c t o r 2 F a c t o r 3 
W A I T _ A D M .13847 .44699 - . 2 8 5 9 4 
W A I T : P H A . 0 5 0 7 1 .10253 .04390 
W A I T : S H R .00897 .48369 - . 0 5 8 6 0 
S t r u c t u r e M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
C L E A _ L O B .17226 .62366 - . 2 0 6 1 7 
C L E A : S H R .15376 . 5 2 3 7 1 .02792 
C L E A " W A R .21397 .79213 .16388 
F A C _ B E D .28879 .71360 .41226 
F A C : L I N .23544 .56825 .54769 
F A C : R O O M .24942 .75126 .45245 
F A C " W H E .22215 .40419 .27256 
G E N E R A L .75498 .40304 .11458 
I N F O — D C .66246 .37001 .22537 
I N F O : N U .59217 .38516 .31964 
I N T E ! _ D C .67298 .26731 .31843 
I N T E R : N U .48015 .31747 .43136 
M E A L _ F O O .16758 .07410 .63812 
M E A L : T I M .35083 .08993 .62746 
O R G — .46242 .26600 .33131 
O U T — D I S .74334 .09333 .06779 
O U T : F U N .64686 .08686 .12753 
O U T : P A I N .70975 .08810 .07767 
T I M l _ D C .61868 .30223 .15543 
VISI〒_HR .12981 .12650 .58531 
W A I T _ ^ D M .21243 .44122 - . 1 7 5 9 5 
m i T : P H A . 0 9 3 4 4 . 1 2 6 1 5 . 0 7 3 5 8 
W A I T : S H R .14803 .47637 .02728 
F a c t o r C o r r e l a t i o n M a t r i x : 
F a c t o r 1 F a c t o r 2 F a c t o r 3 
F a c t o r 1 1 . 0 0 0 0 0 
F a c t o r 2 .31601 1 . 0 0 0 0 0 
F a c t o r 3 .23530 .17319 1 . 0 0 0 0 0 
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CORRELATION MATRIX (PATffiNT SATISFACTION LDvfEAR REGRESSION) 
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--Correlation Coefficients --
GENERAL FAC_BED FAC_ROOM INFO_DC INFO_NU INTER_DC CLEAR_W. 
SO S1 S2 S3 S4 S5 S6 
GENERAL 1.0000 .3461 .2940 .4461 .4176 .5051 .2951 
50 (200) (200) (200) (200) (200) (200) (200) 
P= . P= .000 P= .000 P= .000 P= .000 P= .000 P= .000 
FAC_BED .3461 1.0000 . 7 2 1 0 .3068 .3144 .2628 .5067 
51 (200) (200) (200) (200) (200) (200) (200) 
P= .000 P= . P= .000 P= .000 P= .000 P= .000 P= .000 
FAC_ROOM .2940 . 7 2 1 0 1.0000 .2454 .2939 .2715 . 5 8 4 9 
52 (200) (200) (200) (200) (200) (200) (200) 
P= . 0 0 0 P= . 0 0 0 P= . P= . 0 0 0 P= . 0 0 0 P= . 0 0 0 P = . 0 0 0 
INFO_DC .4461 .3068 .2454 1.0000 . 6657 .4288 .3217 
53 (200) (200) (200) (200) (200) (200) (200) 
P= .000 P= .000 P= .000 P= . P= .000 P= .000 P=.000 
INFO_NU .4176 .3144 .2939 . 6657 1.0000 .2925 .3162 
54 (200) (200) (200) (200) (200) (200) (200) 
P= .000 P= .000 P= .000 P= .000 P= . P= .000 P=.000 
INTER_DC .5051 .2628 .2715 .4288 .2925 1.0000 .1840 
55 (200) (200) (200) (200) (200) (200) (200) 
P= .000 P= .000 P= .000 P= .000 P= .000 P= . P=.009 
CLEA_WAR .2951 .5067 . 5 8 4 9 .3217 .3162 .1840 1.000 
56 (200) (200) (200) (200) (200) (200) (200) 
P= .000 P= .000 P= .000 P= .000 P= .000 P= .009 P=. 
(Coefficient / (Cases) / 2-tailed Significance) 
“ . “ i s printed if a coefficient cannot be computed 
* items with high correlation coefficient values are in bold font. 
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L I N E A R R E G R E S S I O N A N A L Y S I S (PATIENT S A T I S F A C T I O N E Q U A T I O N ) 
* * * * M U L T I P L E R E G R E S S I 0 N * * * * 
L i s t w i s e D e l e t i o n of M i s s i n g Data 
E q u a t i o n N u m b e r 1 D e p e n d e n t V a r i a b l e . . G E N E R A L G e n e r a l s a t i s f a c t i o n l e v e l 
B l o c k N u m b e r 1 . M e t h o d : Stepwise C r i t e r i a PIN .0500 POUT .1000 
F A C _ B E D F A C _ R O O M INTER—DC INFO_NU INFO—DC C L E A _ W A R 
V a r i a b l e ( s ) E n t e r e d on Step N u m b e r 
1 . . INTER—DC Doctors‘ in t e r p e r s o n a l aspects of care 
M u l t i p l e R .50511 
R Square .25514 
A d j u s t e d R Square .25137 
S t a n d a r d Error .64934 
A n a l y s i s of V a r i a n c e 
DF Sum of Squares Mean Square 
R e g r e s s i o n 1 28.59570 28.59570 
R e s i d u a l 198 83.48430 .42164 
F = 67.82053 Signif F = .0000 
Variables in the Equation  
V a r i a b l e B SE B Beta T Sig T 
INTER—DC .422763 .051335 .505110 8.235 .0000 
(Constant) 2.056752 .197658 10.406 .0000 
Variables not in the Equation  
V a r i a b l e Beta In Partial M i n Toler T Sig T 
FAC_BED .229171 .256199 .930918 3.720 .0003 
FAC:ROOM .169311 .188808 .926292 2.699 .0076 
INF^—NU .295070 .326934 .914422 4.856 .0000 
INFO:DC .281182 .294330 .816150 4.323 .0000 
CLEA:WAR .209291 .238359 .966143 3.445 .0007 
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* * * * M U L T 工 P L E R E G R E S S I 0 N * * * * 
E q u a t i o n N u m b e r 1 D e p e n d e n t V a r i a b l e . . G E N E R A L G e n e r a l s a t i s f a c t i o n l e v e l 
V a r i a b l e ( s ) E n t e r e d on Step N u m b e r 
2 . . INFO_NU N u r s e s’ in f o r m a t i o n 
M u l t i p l e R .57858 
R Square .33475 
A d j u s t e d R Square .32800 
S t a n d a r d Error .61521 
A n a l y s i s of V a r i a n c e 
DF Sum of Squares M e a n Square 
R e g r e s s i o n 2 37.51899 18.75950 
R e s i d u a l 197 74.56101 .37848 
F = 49.56506 Signif F = .0000 
V a r i a b l e s in the E q u a t i o n  
Variable B SE B Beta T Sig T 
INTER—DC .350517 .050862 .418791 6.891 .0000 
INFOj^U .239591 .049344 .295070 4.856 .0000 
(Constant) 1.489943 .220673 6.752 .0000 
V a r i a b l e s not in the E q u a t i o n  
V a r i a b l e Beta In Partial M i n Toler T Sig T 
FAC_BED .164803 .188380 .853809 2.685 .0079 
FAC:ROOM .106796 .122551 .864774 1.729 .0854 
INF5_DC .140995 .121857 .496909 1.719 .0872 
CLEA"WAR .140084 .162110 .843194 2.300 .0225 
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• • • • M U L T I P L E R E G R E S S 工 0 N * 女 * * 
E q u a t i o n N u m b e r 1 D e p e n d e n t V a r i a b l e . . G E N E R A L G e n e r a l s a t i s f a c t i o n l e v e l 
V a r i a b l e ( s ) E n t e r e d on Step N u m b e r 
3 . . F A C _ B E D F a c i l i t i e s - B e d 
M u l t i p l e R .59863 
R Square .35836 
A d j u s t e d R Square .34854 
S t a n d a r d Error .60573 
A n a l y s i s of V a r i a n c e 
DF Sum of Squares M e a n Square 
R e g r e s s i o n 3 ‘ 40.16495 13.38832 
R e s i d u a l 196 71.91505 .36691 
F = 36.48902 Signif F = .0000 
V a r i a b l e s in the E q u a t i o n  
V a r i a b l e B SE B Beta T Sig T 
FAC_BED .174478 .064973 .164803 2.685 .0079 
INTER_DC .324744 .050990 .387999 6.369 .0000 
INFOj^U .204830 .050279 .252259 4.074 .0001 
(Constant) 1.098154 .261713 4.196 .0000 
V a r i a b l e s not in the E q u a t i o n  
V a r i a b l e Beta In Partial M i n Toler . T Sig T 
FAC_ROOM -.009213 -.007886 .466494 -.110 .9124 
INFO_DC .123999 .108756 .493586 1.528 .1282 
CLEA"WAR .084524 .089271 .698330 1.252 .2122 
End Block Number 1 PIN = .050 Limits r e a c h e d . 
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APPENDIX 11 
RECODns[G SATISFACTION VALUES MTO CATEGORICAL DATA 











HYPOTHESIS TESTES[G: CROSS-TABULATION AND CHI-SQUARE ANALYSIS 
(PATffiNT PARTICn>ATION KNOWLEDGE AND SATISFACTION) 
Case Processing Summary 
Cases  
Valid Missing Total  
n Percent n Percent n Percent 
Satisfaction (for " ~ ~ ^ ^ " 
*%OaS=fpbaUrr) 200 100.Qo/o 0 .0% 200 100.0% 
(knowledge) 
Satisfaction * Participation (knowledge) Cross-tabulation 
Participation (knowledge)  
7 points 
0 points 1-3 points 4-6 points above Total 
Satisfact ion~4 or below""""^Count 7 25 t6 T1 ^ 
% of Total 3.50/0 12.50/0 8.0% 5.50/0 29.5% 
^ Count ^5 34 42 25 l W 
% of Total 7.50/0 17.0% 21.0% 12.5% 58.0% 
6 or above Count 5 6 9 5 25 
% of Total 2.50/0 3.0% 450/0 2.50/0 12.50/0 
Total Count 27 65 67 4 l 200 




Value df (2-sided) 
Pearson a """"""""""""""""""" """""""^^^" 
Chi-Square ^.798 6 .570 
Likelihood Ratio 4.659 6 .588 
Linear-by-Linear ^^ ^ ^ ^^„ 
Associatbn .194 1 棚 
n of Valid Cases 200 
a. 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.5 
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CRITICAL VALUES FOR THE CHI-SQUARE (x') DISTRffiUTION TABLE 
^^^^*^ "^""Nv^>)i> ,^>m^<!). 
L ^^tos«-
:::’::::::::::.:::.:•::;::.:::::.: : ：>；：；：；：0；：：：.；：：：；： ：：；：；：；： ：；：：：；：；：；：；：；^ 
r^^r^yrTrrTTr"-rr-vrr^rTvv^ n i j i n n y A > > 
P^<My^m^u 
！ SCO 3^ .m mn .o^ ow .oc<s ,mt 
1 ^ 5 1 323. 2,7X J^H1 &二崎 ^.z^ 78?5 t7>S3 
2 i m (/‘m .^0S6 0/躲1 7,37S 3 210 \OM 13,¾? 
？ 2 336 4冗5. 5 25\ 7?.'5 '^.9-4f^ 笑！’：必 1Z.84 W.27 
^ ：^ \^? f�i^? r r ^ 9 ^ ^ 11/4 13 2S 14、统 mA7 
5 ^Sy 6€K 9:m 11C7 12,S3 巧：力 1SJfc 2:.1¾^  
£^  5 34¾ 7^^i \OM Vb^ 14>46 1^J^ 1S.SS 22AB 
7 (i K?.- 90ii< 1Z32 1丄-:7 iacr' 13咏 ；^ X^  S4,S2 
c? 7 344 \0 2S 13 36 L5 5^  i^?；?? A:^« 21,.36 26.'2 
0 k .m U^) 1^68 tt: -：^；^' 13/02 21 67 23.m 7^.¾¾ 
n� B:i^2 125S 15.3S 1¾.^ ^ 2义4符 P.9 ？^  ^ ^ 9 2e.5& 
” •， 1¾ rc r/;m iy 豹 2 僅 . n . , , . . . . , i m 3r.2s 
/-^  ^^  >S 14 6：. 13.55 2102 2X34 26 2S^  ?R3C 32.&1 
iy "23^ 巧、朋 f9i^- PP 3-^ 》么.?4 ;.'y <^ Z9.82 34M 
M T^ .V 1? 15 21 Oe ^ 3 d mr2 29 14 3L32 3各1:^  
tt' 乂：极 18 25 22�3� 2S:::0 ?7M 30aS .3^M 37.7D 
？谷 '5>t ^f,? .r:^^4 i^aD mMb ^2 :;D 34,27 骑.游 
口 '(> M^  20^S ZKTf 27 55 3Q/B 33^^ ^>.7^ K;.m 
1? -73^ £16C -^sm ?a Pv ;V:,?;?? ;^- ^^ 3r,,:ie 4^31 
'i? -¾>- , � 1 � >J 2!D oU 1^  32.as 36 1S= 33.SS 4XS2 
；？) ^&J^ 23feo 23、乙’ 51 ^^  ,>^)7 3^ .^ 7 ^ m m:m. 
2: 2D3^ £4.93 29縱 fiCf r^ ? 35>4fei 3d rf^ 41.4?： 4 .^80 
a 2^  >• >XM':J c«jr ^ ¾ 35JS 40 55 ^ m 镇,27 
r> ？；?：^  ^7 U 32>:r 35 17 m：：}^. 41 ^^1 ^4.;^ l ¾^-,/;> 
24 rsz^ 激2:: 飞：^》：^ r^ f^  -''- :y)J6 ^^dS ^ m 5l.is 
25 a-i 3^  》、袋,5广 夕二灘 %?^ ^)m M2- 绍.33 5?-,¾? 
-^ e ?V^ 2C'.42 35 5S 3S2^ ^\32 Af>^A 绍.沙 o^ ,Oi> 
27 ^S34. ai 63 3574 40 11 <.3�1资 4ii ^<； 49.64 5S,4S 
3? 57V' 3;-/.P ;^ / <8? 4t 34 4^46 48P?. 5Q.S9 56-.S?) 
"j? Pb,_Y- 3S n. :> 0^5 42 56 cSJ2 4<15f^  SP.:54 cjS3D 
，：€» g$3^ 34,8G ^02S 43 ‘？ AsSMi 60.¾'^  t>3.ST 59,7^ ) 
4) ?5:体 4f.€2 S^ai i:4: 'Y 'y^:S4 63 69 66.77 7.3/10 
5:7 '^ ru:3 m^ S3ir er :c 71.42 76 ts 7 .^43 -^^ ¾^ 
豹 l:k/Sd 既斑 7�>^ 76 n.R /v .^.x 65 ^^ e. $^ 1.-35 m.B--
'V r^ e.33 ??�5S Csr>>3 W= ^3 ^ :^J2 彳00力 ;tH.2 H2.3 
B^ 7c>33 m V：< ^;oa m 9 ^ms n23 Ms.3 12^,>^ 
m S9 S：^  98 65 ^37a it：< 1 )¾} i:^ ^ 1 7_$.3 137,S^  
rCO ^ S 3 -CS I ”=$S Tp43 '29.S iaS5 1^ 0.2 ?4�1.1 
• :A:.:.:.::.:.:.::.:,:.:.:.:.:,:.;.:,:.:.:,:.;.x^ g<^ <g^ <gi;>;i^ gi;>^ ;i;^ q>;^ iy;i;i;^ <gi;iyyyg^ *^ w^i*^ w^^ ww^ w**^ ^^ w^^ *^*^ w^w^ w^^ <^<w^ w^o^ ^^ <^y^ ||^ ^^ l^ |^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ >^<^ My^ .,^ ^^ ^^ i^^ ^^ i^^ <^ <^ ^^ j|^ ^^ ^^ |^^ ^^ ^^ ^^ ^^ ^^ j^^ ^^ ^^ ^^ ^^ ^^ ^ • • • • ^ 'jiyy*^ ^ !^]- -!"!'!‘ 
. .. • . ..-.**, : -f-f t7^ 7 . . ,... .... .. ,':. . .••:•:• •-•:••:•.-•-•-•-•• -^ -:- -.' y - ^ - r - r ^ - ^ r ^ - ^ ^ r - ： 
Ss^jic^ <Svo^dj^ :f ,;j-f irti>^ &>J<'?c,r,<^ V r-<A^ . 0, ?<^r^:V;K^ &^/>\^i ‘ :':ksct;vE S *i-iss^ a^ cf^  C, ^JiVi-i} 
u^ ].�0¾¾"¾ i ./sr'.Wi.v^f：^  : (Wv.'r<t> P- >3 ” 
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HYPOTHESIS TESTWG: CROSS-TABULATION AND CHI-SQUARE ANALYSIS 
(PATffiNT PARTICn>ATION USE AND SATISFACTION) 
Case Processing Summary 
Cases  
Valid Missiog Total  
n Percent n Percent n Percent 
Satisfaction (for ~ " " " " ~ " ~ ~ " ~ ^ " ^ ^ " ~ " ^ " " " " " ~ ^ 
^ n ^ ! ^ n " ^ 200 100.0o/o 0 .0% 200 100.0% 
Participation 
Use  
Satisfaction * Participation Use Crosstabulation 
Participation Use  
0 1 2 or above Total 
Sat isfact ion~4 or below""^Count 47 9 3 ^ 
% of Total 23.5% 4.5% 1.5% 29.5% 
~5 Count ^ To 9 116 
% of Total 48.5% 5.0% 4.5% 58.0% 
6 or above~~Count W 9 3 25 
% of Total 6.5% 4.5% 1.5% 12.5% 
Total Count ^ 28 TE 200 




Value df (2-sided) 
Pearson 777Z^ 7" …广 
Chi-square 14.885 4 .005 
Likelihood Ratio 12.876 4 .012 
Linear-by-Linear ^ ,^ ^ ^ ^^ ^ 
Association 3.475 1 .062 
n of Valid Cases 200 
3- 0 cells (0。/o) have expected count less than 5. 
The minimum expected count is 5.01. 
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HYPOTHESIS TESTING: CROSSTABULATION AND Cffl SQUARE ANALYSIS 
(PATffiNT PARTICrPATION AKD DEMOGRAPHIC VARIABLES) 
Case Processing Summary 
Cases  
Valid Missing Total  
n Percent n Percent n Percent 
Sex* 
Participation 200 100.0% 0 .0% 200 100.0% 
Knowledge 
Sex* 
Participation 200 100.0% 0 .0% 200 100.0% 
Use 
Age* 
Participation 200 100.0% 0 .0% 200 100.0% 
Knowledge 
Age * 








participation ^00 100.0% 0 .Qo/o 200 100.0% 
Use 
Houshg * 
Participation 200 100.0% 0 .0% 200 100.0% 
Knowledge 
Housing * 













Participation 200 100.0% 0 .0% 200 100.0% 
Knowledge 
Occupation * 
Participation 200 100.0% 0 .0% 200 100.0% 
Use  
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RECODEvJG PARTICEPATION VALUES MTO CATEGORICAL DATA FOR 
DEMOGRAPHIC CROSS-TABULATION ANALYSIS 
Participation Category Participation Value 
Patient Participation  
0 points 1 
1-3 points 2 
4-6 points 3 
7 point or above 4  
Patient Participation Use  
0 points 0 
1 points or above 1  
Participation Knowledge and Sex 
Crosstab 
Participation Knowledge  
1 I 2 3 Total 
Sex Male Count 38 ^ ^9 86" 
% of Total 19.0% 14.50/0 9.50/0 43.0% 
Female Count 54 38 S 114 
% of Total 27.0% 19.0% 11.0% 57.0% 
Total Count 9^ 67 4 l 200 




Value df (2-sided) 
Pearson ~ T ^ ^^ ^ 
Chi-square •视 ^ _862 
Likelihood Ratio .296 2 .862 
Linear-by-Linear 
Association 2^0 1 .朋0 
n of Valid Cases 200 
3- 0 cells (.0%) have expected count less than 5. 
The minimum expected count is 17.63. 




0 1 Total 
Sex Male Count 70 6^ 86" 
% of Total 35.0% 8.0% 43.0% 
Female Count 87 27 114 
% of Total 43.50/0 13.50/0 57.0% 
Total Count ^57 43 200 
% of Total 78.50/0 21.50/0 100.0% 
Chi"Square Tests 
Asymp. Exact Exact 
Sig. Sig. Sig. 
Value df (2-sided) (2-sided) (1-sided) 
Pearson 7 7 T 7 " ~ ~ " ~ ^ ~ " 
Chi-Square "^ 9^ 1 .387 
Continuity 
Correction '^'^ ^ •辟� 
Likelihood Ratio .757 1 .384 
Fisher's Exact … �� 
Test .487 .245 
Unea�_by-Unea� 
Association 746 1 388 
n of Valid Cases 200 
a. Computed only for a 2x2 table 
b. 0 cells (.0%) have expected count less than 5. The minimum expected 
count is 18.49. 
Participation Knowledge and Age 
Crosstab 
Participation Knowledge  
1 2 3 Total 
' J ^ TS^ Comt 30 ^8 ^0 ^ 
% of Total 15.0% 9.0% 5.0% 29.0% 
26-40 Count 3^  23 6^ W~ 
% of Total 15.50/0 11.50/0 8.0% 35.0% 
41-60 Count 2 l T i 9 49~ 
% of Total 10.5% 9.50/0 4.50/0 24.5% 
61 or Count To 7 6 23~ 
above % of Total 5.0% 3.5% 3.0% 11.5% 
Total Count 92 67 4 l 200 
% of Total 46.0% 33.5% 20.5% 100.0% 





Value df (2-sided) 
Pearson „ ,^^a ^ _._, 
Chi-square 2.129 6 .907 
Likelihood Ratio 2.088 6 .911 
Linear-by-Linear 
Association _768 1 381 
n of Valid Cases 200 
• M M M M ^ ^ H ^ H H H H ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ b l M ^ H M M M M M I ^ H B ^ H ^ ^ ^ H H ^ B M H M M H H H H ^ ^ ^ H H M M H M ^ H ^ ^ ^ H 
a. 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.02 
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Participation Use and Occupation 
Crosstab 
Participation Use 
0 1 Total 
7 ^ 7 5 ^ Counl ^ t4 58" 
% of Total 22.0% 7.0% 29.0% 
26-40 Count ^ T5 70" 
% of Total 26.0% 9.0% 35.0% 
41-60 Count 40 9 49T 
% of Total 20.0% 4.5% 245% 
61 or Count Y^  2 23~ 
above % of Total 10.5% 1.0% 11.5%  
Toi[a] Count Ts7 43~~ 200 




Value df (2-sided) 
l S^ ^ ~~r .321 
Likelihood Ratio 3.959 3 .266 
Linear-by-Linear 
Association ^.460 1 _117 
n of Valid Cases 200 
3- 0 cells (0%) have expected count less than 5. 
The minimum expected count is 5.15. 
Participation Knowledge and Education 
Crosstab 
Participation Knowledge  
1 I 2 3 Total 
Educat ion~No schooling Count 5 4 9" 
Level %of Total 2.5% 2.0% 4.5% 
Primary Count 22 9^ ?2 53 
% of Total 11.0% 9.50/0 6.0% 26.5% 
Secondary Count 58 43 ^ 122 
%ofTotal 29.0% 21.5% 10.5% 61.0% 
Post-Secondary“Count 7 1 8 16 
% of Total 3.50/0 .5% 4.0% 8.0% 
Total Count 92~~ 67 4 l 200 





Value df (2-sided) 
Pearson a 
Chi-Square 13.957 6 .030 
Likelihood Ratio 15.647 6 .016 
Linear-by-Linear 
Association 
n of Valid Cases 200 
a. 4 cells (33.3%) have expected count less than 
5. The minimum expected count is 1.85. 
Participation Use and Education 
Crosstab 
Participation Use 
0 1 Total 
Educat ion~No schooling Count 8 T " 9 
Level % of Total 4.0% .5% 4.5% 
Primary Count 40 13 53 
% of Total 20.0% 6.5% 26.5% 
Secondary Count 97 25 122 
% of Total 48.5% 12.5% 61.0% 
Post-Secondary~~Count 12 4 16 
% of Total 6.0% 2.0% 8.0% 
Total Count TS7 43 200 




Value df (2-sided) 
Pearson a 
Chi-square ^ 3 3 .788 
Likelihood Ratio 1.134 3 .769 
Linear-by-Linear 
Association 
n of Valid Cases 200 
3. 2 cells (25.0%) have expected count less than 
5. The minimum expected count is 1.94. 
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Participation Knowledge and Housing 
Crosstab 
Participation Knowledge  
1 I 2 3 Total 
Housing Public Housing Count 30 27 20 77 
% of Total 15.0% 13.50/0 10.0% 38.5% 
Home Count Ts s " 4 25 
Ownership %ofTota l 7.5% 3.0% 2.0% 12.5% 
Village Count 9 6 3 ~ W 
% of Total 4.50/0 3.0% 1.5% 9.0% 
Private (Rental) Count ^5 Ts 6 34~ 
% of Total 7.50/0 6.50/0 3.0% 17.0% 
Private (Own) Count ^8 Ts 8 ^ T 
% of Total 9.0% 7.5% 4.0% 20.5% 
Others Count 5 5 
% of Total 2.5% 2.5% 
Total Count 92 67 4^  200 




Value df (2-sided) 
Pearson 7 7 3 3 T TT" �� 
Chi-square ,0.622 10 .388 
Likelihood Ratio 12.477 10 .254 
Linear-by-Linear ^ „^^ ^ ^^ ^ 
Association 搬 1 .171 
n of Valid Cases 200 
^^^^^^m^^^^^m^^^^^mmmmmam^mmm^K^mmmimmm^mm^mm^mm^^mmmimmmm^mLm^mmmmi^mmm^m^m 
a- 4 cells (22.2%) have expected count less than 
5. The minimum expected count is 1.02. 
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Participation Use and Occupation 
Crosstab 
Participation Use 
0 1 Total 
Housing Public Housing Count 60 T T ' 77 
% of Total 30.0% 8.5% 38.5% 
Home Count 20 5~ 25 
Ownership % of Total 10.0% 2.5% 12.5% 
Viliage Count ^5 3 W 
% of Total 7.50/0 1.50/0 9.0% 
Private (Rental) Count 26 8~ 34 
% of Total 13.0% 4.0% 17.0% 
Private (Own) Count 51 ^0 7 T 
% of Total 15.5% 5.0% 20.5% 
Others Count 5^ 5 
% of Total 2.5% 2.50/0 
Total Count ^ 43 200  




Value df (2-sided) 
Pearson 7 T 3 “ «明 
Chi-Square 1953 5 .856 
Likelihood Ratio 3.012 5 .698 
k : = - 005 1 .945 
n of Valid Cases 200 
a. 3 cells (25.0%) have expected count less than 
5. The minimum expected count is 1.08. 
^MMmMMiii^^^^^^Haii^^^^H^^^^^^MMHMHHH^^HM^^H^Hi^^^^^^^^H^M^^^^^^^^HHMH^^UMBHnnnnBH^HnnBennn»8SRBrat«as»S9Bima 
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Participation Knowledge and Income 
Crosstab 
Participation Know edge  
1 2 3 Total 
Monthly Less than Count 35 55 2^ T T 
Household $10,000 % of Total 17.5% 15.0% 6.0% 38.5% 
Income $10,000-$15,000~C^ 27 51 T7 6S" 
% of Total 13.5% 10.5% 8.5% 32.5% 
$15,001-$25,000~Count 20 ?0 8 38~ 
% of Total 10.0% 5.0% 4.0% 19.0% 
$25,001-$35,000~Count 7 3 3 W 
% of Total 3.5% 1.5% 1.5% 6.5% 
0ver$35,000 Count T~ 3 1 7 
% of Total 1.5% 1.5% .5% 3.5% 
ToI^ Count ^ 67 7 i 200 




Value df (2-sided) 
Pearson 7777" 7" ”力 �o 4.842 8 .774 ChhSquare 
Likelihood Ratio 4.892 8 .769 
Linear-by-Linear 1 .935 
Association 
n of Valid Cases 200 
H B O T H ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ H M M ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ M M ^ ^ ^ H B H M H J M M ^ ^ ^ H M H B I H ^ H H L H H ^ H H B ^ ^ H H ^ H I H I 
3- 5 cells (33.3%) have expected count less than 
5. The minimum expected count is 1.44. 
Participation Income and Income 
Crosstab 
Participation Use 
0 1 Total 
Monthly Less than Coun! 65 T2 TT 
Household $10,000 % of Total 32.5% 6.0% 38.5% 
Income $10,000-$15,000~~Count 48 7^ 6 ^ 
% of Total 24.0% 8.5% 32.5% 
$15,001-$25,000~~Count 28 To 38~ 
% of Total 14.0% 5.0% 19.0% 
$25,001-$35,000~~Count 0^ 3 ^ 
% of Total 5.0% 1.5% 6.5% 
0ver$35,000 Count 6 1 T 
%of Total 3.0% .5% 3.5% 
T o S ] Count ^57 43 200" 
% of Total 78.5% 21.5% 100.0% 





Value df (2-sided) 
T ^ 7 ^ 4 ~ 
Chi-Square 
Likelihood Ratio 3.270 4 .514 
Linear-by-Linear ^^g 1 .398 
Association 
n of Valid Cases 200  
a. 2 cells (20.0%) have expected count less than 
5. The minimum expected count is 1.51. 
Participation Knowledge and Occupation 
Crosstab 
Participation Know edge  
1 2 3 Total 
Occupation~Porfessional Count 7 1 T " 10 
% of Total 3.5% .5% 1.0% 5.0% 
Clerical & Count Y^  To ^0 W 
Service Worker 0/0 of Total 10.5% 5.0% 5.0% 20.5% 
Production Worker Count T\ 7 3 2 ? " 
% of Total 5.5% 3.5% 15% 10.5% 
Student Count ^2 13 4 ^ 
% of Tota! 6.0% 6.5% 2.0% 14.5% 
Housewife Count 23 T^  U ^ 
% of Total 11.5% 10.5% 7.0% 29.0% 
Others Count ?8 Ts 8 5T" 
% of Total 9.0% 7.5% 4.0% 20.5% 
T o S i Count ^ 67 4] 200 




Value df (2-sided) 
T^ ~ ^  ^ 
Ch-Square 
Likelihood Ratio 8.670 10 .564 
Linear-by-Linear 1 .304 
Association 
n of Valid Cases 2 ^  
a. 4 cells (22.2%) have expected count less than 
5. The minimum expected count is 2.05. 
i^ ^^ M^ ^^ ^^ MI^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ ^^ M^ ^^ ^^ MW^ ^^ ^^ ^^ ^^ ^^ ^^ MlM^ M^MIMMIWIBMWliMMIMtllMII|l|MIWillll<IIIIMIIIl|| i|lil>lillll 
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Participation Use and Occupation 
Crosstab 
Participation Use 
0 1 Total 
Occupation Porfessional Count 8 2 10 
% of Total 4.0% 1.0% 5.0% 
Clerical & Count 32 9 i T 
Service Worker o^  of jotal 16.0% 4.5% 20.5% 
ProductionWorker Count W 3 21 
% of Total 9.0% 1.5% 10.5% 
Student Count 23 6 29" 
% of Total 11.5% 3.0% 14.5% 
Housewife Count 44 14 58 
% of Total 22.0% 7.0% 29.0% 
Others Count 55 9~ 41 
% of Total 16.0% 4.50/0 20.5% 
Totai Count ?57 43 200 




Value df (2-sided) 
T ^ ^ r .969 
Chi-Square 
Likelihood Ratio .980 5 .964 
Linear-by-Linear ^ .703 
Association 
n of Valid Cases 200 
a. 2 cells (16.7%) have expected count less than 
5. The minimum expected count is 2.15. 
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